| --Select One-- |

DIPLOMAT A

Fax

Multiple Sclerosis
Oral Agents

Insert Sales Contact Name (if known)

Patient Information Prescriber + Shipping Information

Patient name: DOB: Prescriber name:

Sex: 0 Female D Male SSN: NPI:

Language: Wt Okg Olbs Ht:  Oem Oin | Address: 1151 Old York Road

Address: Apt/Suite: 200 City: Abington State: PA Zip: 19001
Apt/Suite: City: State: Zip: Contact:

Phone: Alternate: Phone: 215-957-9250 Alternate:

Caregiver name: Relation: Fax: 215-957-9254

Local pharmacy: Phone: Email:

Insurance plan: Plan ID: If shipping to prescriber: O First Fill [0 Always [CINever

Please fax a copy of front and back of the insurance card(s).

Clinical Information (Please fax all pertinent clinical and lab information)
Diagnosis: [0 G35 (Multiple Sclerosis) O Diagnosis Date:

Type: O Clinically isolated syndrome [ Relapsing-remitting [ Secondary-progressive [ Primary-progressive [ Progressive-relapsing

Prior Therapy [Yes [ No Reason for Discontinuation of Therapy Approximate Start Date | Approximate End Date

Comorbidities:

Concomitant Medications:
Allergies: CINKDA [ Other:

Prescription Quantity | Refill
®
O Ampyra o [ Take 10 mg by mouth twice a day, approximately 12 hours apart [ 60 x 10 mg tablets
(dalfampridine)

[ 28 x 7 mg tablet blister card

OTake 7 mg by mouth once daily [ 30 x 7 mg tablet bottle

. ®
- Aut.)ag|o _ ) [ 28 x 14 mg tablet blister card
(teriflunomide) [ Take 14 mg by mouth once daily [ 30 x 14 mg tablet bottle
[ Adults and pediatric patients 21(_) years of age, weighing at least 40 kg: [ 30 x 0.5 mg capsules
O Gilenya® Take 0.5 mg by mouth once daily
(fingolimod) [ Pediatric patients 210 years of age, weighing <40 kg:
Take 0.25 mg by mouth once daily L1 30 x 0.25 mg capsules
®
Mave.m.:lad To prescribe Mavenclad®, please visit the Mavenclad® Form here
(cladribine)
®
Mayzent To prescribe Mayzent®, please visit the Mayzent® Start Form here
(siponimod)
[ Take 120 mg by mouth twice daily for 7 days, then 240 mg by mouth 0
ora® [ 30-day starter pack
0 Tecfidera twice daily thereafter. Y P
(dimethyl fumarate) [0 Take 240 mg by mouth twice daily [J 60 x 240 mg capsules

O

For patients requiring immune globulin therapy, please fill out the respective form: |VIg or SClg.

Per state-specific law, prescriptions will be dispensed as generic, if applicable, unless notated otherwise:

Stamp signature not allowed, physician signature required.

Prescriber’s Signature: Date:

| authorize Diplomat Pharmacy, Inc. and its representatives to act as an agent to initiate and execute the insurance prior authorization process for this prescription and any
future fills of the same prescription for the patient listed above. | understand that | can revoke this designation at any time by providing written notice to Diplomat Pharmacy, Inc.

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information

which is exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating Reset Form
or distributing this information (other than to the intended recipient) or copying this information. If you received this communication in error, please notify the sender immediately by calling 810.768.9178 or by emailing
compliance@diplomat.is to obtain instructions as to the proper destruction of the transmitted material. Thank you.

Copyright © 2019 by Diplomat Pharmacy Inc. All rights reserved. Diplomat is a registered trademark of Diplomat Pharmacy Inc. 06202019


https://www.diplomatpharmacy.com/-/media/Files/Enrollment-Forms/Immune-Globulin/Intravenous-Immune.pdf
https://www.diplomatpharmacy.com/-/media/files/enrollment-forms/immune-globulin/subcutaneous-immune.pdf
https://www.mayzenthcp.com/pdf/startform.pdf
https://www.mavenclad.com/content/dam/web/healthcare/neurology/united-states/pdfs/USCLA01190008(2)_Mavenclad%20SRF%20v3%20FINAL.pdf
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