<~ aleracare

advanced specialty pharmacy

Crohn’s Disease
Referral Form

Patient Information Prescriber Information

Patient Name: DOB: Prescriber’s Name:

Address: NPI#:

City: State: Zip: DEA#: License#:
Phone: Alternate Phone: SSN: Address:

Height: Weight: Allergies: Phone: Fax:
Emergency Contant: Phone: Contact Person:

Client Considerations

Diagnosis (ICD 10): O K50 Crohn’s disease of small intestine without complications

O Other (please specify):

O Previously Tried/Failed Therapies:

40mg SC every 2 weeks

O HUMIRA® the 40mg SC every 2 weeks

2 weeks starting on day 28

Other

Start: 160mg SC x 1 on week 0, then 80mg SC x 1 on week 1,

80mg SC x 3 doses on days 1, 2 & 15, then 40 mg SC every

400mg SC every 4 weeks
O CIMZIA® Start: 400mg SC x 1 on weeks 0, 2, 4

Other:

Dose:

®
(O REMICADE Weight:

OO0 | 00O |0 O OO

O ENTYVIO® O 300mg infused intravenously over 30 minutes at 0, 2, 6 weeks,

then every 8 weeks thereafter.

By signing this form | authorize AleraCare and its representatives to act as my agent in order to initiate and execute the insurance prior authorization
process and, in doing so release clinical information via phone to the appropriate third party payer.

Prescriber’s Signature Date

0 888.209.8874 f833.329.4738 e info@aleracare.com aleracare.com

advanced infusion centers™



	Check Box 24: Off
	Check Box 57: Off
	Check Box 60: Off
	Check Box 62: Off
	Check Box 25: Off
	Check Box 54: Off
	Check Box 58: Off
	Check Box 46: Off
	Check Box 55: Off
	Check Box 59: Off
	Check Box 61: Off
	Check Box 56: Off
	Check Box 49: Off
	Check Box 52: Off
	Text Field 6: 
	Text Field 20: 
	Text Field 21: 
	Text Field 24: 
	Text Field 27: 
	Text Field 134: 
	Text Field 135: 
	Text Field 140: 
	Text Field 142: 
	Text Field 133: 
	Text Field 136: 
	Text Field 141: 
	Text Field 143: 
	Text Field 25: 
	Text Field 26: 
	Text Field 22: 
	Text Field 23: 
	Text Field 8: 
	Text Field 9: 
	Text Field 10: 
	Text Field 11: 
	Text Field 17: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 19: 
	Text Field 16: 
	Text Field 18: 
	Text Field 7: 
	Text Field 137: 
	Text Field 109: 
	Text Field 1010: 
	Text Field 1011: 
	Text Field 1012: 
	Text Field 1013: 
	Check Box 50: Off
	Check Box 53: Off
	Check Box 51: Off


