[ ]
v l ta I C a re® Pharmacy: Vital Care of Northern Virginia Phone: 571.488.6012
Address: 5598 General Washington Dr, BO05 Fax: 571.488.6011

INFUSION SERVICES

City/State/Zip: Alexandria, VA 22312 Email: nova@vitalcare.com

**Please Attach Copy of Insurance Cards (Front & Back)**

Last Name: First Name: DOB: Practice:
Address: Address:
City: State: Zip: SexQMQOF City: State: Zip:
Phone: SSN# Prescriber Name:
Prescriber NPI:
Insurance Plan: Insurance Plan: Nurse/Key Contact:
Policy # Policy # Phone:
Plan 1.D. # Plan I.D. # Fax: Email:

**Please Attach Clinical/Progress Notes, Labs, Test, Supporting Primary Diagnosis**

Diagnosis: D L40.8 Moderate to Severe Plaque Psoriasis D L40.50 Psoriatic Arthritis |:| L73.2 Hidradenitis Suppurativa
[J L20.9 Atopic Dermatitis [ other:
Severity of Condition: [ Mild (up to 3% BSA) [ Moderate (3-10% BSA) [] Severe (>10% BSA) BSA%:
Location: D Hands ﬂFeet DScaIp D Groin D Nails g Other:
Prior Failed Meds: D Methotrexate Length of Treatment Reason for Discontinuing
[J PuvA/UVB Length of Treatment Reason for Discontinuing
[] Topicals Length of Treatment List Specific Meds
[ other Lengthof Treatment_—_ List Specific Meds
TB/PPD Test given? D Yes [ No Results Date Allergies
Medication Dose/Strength Directions Quantity Refills
0O Psoriasis Starter Kit Initial Dose: Inject 80mg SC on day 1, 40mg on day 8, then maintenance dose every i
Adalimumab |:|40mg Een D40mg PFS o other week thereafter 1 starter kit
gics)gqrgas&?:%t:rzt?]r:ﬁgn(;‘g CF PES O Maintenance Dose: Inject 40mg SC every other week 28 day supply
Y 00 200mg Vial Kit O Initial Dose: Inject 400mg SC at weeks 0, 2, and 4
Cimzia 9 O Maintenance: Inject 400mg SC every 2 weeks
Cosentyx® O 150mg Sensoready Pen Initial Dose: Inject [ 300mg or [0150mg SC week 0, 1, 2,3, 4 28 day supply 0
00 150mg Prefilled Syringe Maintenance Dose: Inject 300mg or 1150mg SC every 4 weeks 28 day supply
[0200mg/1.14mL Prefilled Pen Adults and pediatric = 60kg: 0600 mg (two 300 mg injections) followed by 300 mg every 2 weeks
Dupixent® [0200mg/1.14mL Prefilled Syringe Pediatric Patients <60k
0O300mg/2mL Prefilled Pen Body Weight Initial Dose Subsequent Doses
[ 300mg/2mL Prefilled Syringe 05 to less than 15kg 200mg (one 200mg injection) 200mg every 4wks 28 day supply
015 to less than 30kg <6yr 300mg (one 300mg injection) 300mg every 4wks
015 to less than 30kg = 6yr 600mg (two 300mg injections)  300mg every 4wks
030 to less than 60kg 400mg (two 200mg injections) ~ 300mg every 4wks
Enbrel® 0150mg Sureclick Autoinjector DO Inject SC twice a week 72-96 hours apart O Inject SC once a week
O50mg PFS  D150mg mini Olnject mg (0.8mg/kg X kg SC every week (<63 kg) 28 day supply
O25mg PFS  [025mg Vials Other:
O HS Starter Kit 0140mg Pen O 'nitial Dose: Inject 160mg SC on day 1, 80mg on day 15, then 40mg every week 1 starter kit
Humira® O40mg PFS [ HS Starter Kit CF beginning on day 29
HS D40mg CF Pen [140mg CF PFS O Maintenance Dose: (At week 4) Inject 40mg SC weekly 28 day supply
0180mg CF Pen O Inject 80mg every other week
llumya O 100mg PFS O Inject 100mg at weeks 0, 4, and every 12 weeks thereafter
nflixima mg Via nfuse 5mg/kg at 0, 2 and 6 weeks, then every 8 weeks
Infl b O 100mg Vial O Infuse 5mg/kg at 0,2 and 6 ks, th 8 k
Simponi mg SmartJect mg nject 50mg SC once a month as directe ay supply
poni® O 50mg S J 0O 50mg PFS O Inject 50mg SC hasdi d 28d |
Skyrizi® O 75mg 2 PFS Kit O Initial Dose: Inject 150mg SC on week 0 and 4 1 0
0 150mg Pen 0O 150mg PFS O Maintenance: Inject 150mg SC every 12 weeks 1
Stelara® 0 45mg Vial O (<220 Ibs) Inject 45mg on day 0 then week 4, followed by 45mg dose every 12 weeks
O (>220 Ibs) Inject 90mg on day 0 then week 4, followed by 90mg dose every 12 weeks | 28 day supply
Taltz® O 80mg Autoinjector Pen O Initial Dose: Inject 160mg SC at week 0 then 80mg at weeks 2,4, 6,8, 10 and 12 28 day supply
00 80mg Prefilled Syringe O Maintenance Dose: Inject 80mg SC every 4 weeks 28 day supply
Tremfya™ O 100mg Prefilled Pen O Initial Dose: Inject 100mg SC at week 0 and 4 2 0
O 100mg Prefilled Syringe O Maintenance: Inject 100mg SC every 8 weeks 1
Other
Ship Medications To: O Physician’s Clinic O Patient's Home Injection Training Needed: O Yes O No
| authorize Vital Care Infusion Services LLC and its representatives to initiate any insurance prior authorization process that is Physician Signature:
required for this prescription and for any future refills of the same prescription for the patient listed above which | order.
| understand that | can revoke this designation at any time by providing written notice to Vital Care. Date:

PRESCRIBER MUST MANUALLY SIGN - STAMP SIGNATURE, SIGNATURE BY OTHER PERSONNEL AND COMPUTER-GENERATED SIGNATURES WILL NOT BE ACCEPTED

The attached document(s) contain confidential information which may be considered to be Protected Health Information and therefore required to be maintained as provate and secure under HIPAA. The documents may also contain information which is otherwise consid-
ered to be privileged under state and federal laws. This communication is for the intened recipient only, if you are not the intended recipient, or a person responsible for delivering this communication to the intended recipient, you are prohibited fromviewing, copying and/
or distributing the information contained herein. Unlawful disclosure of the information attached may subject you to monetary penailties and sanctions. If you have received this communication in erro, you should notify the sender immediately and thereafter permanently
destroy all copies of this document in its entirety.

This form is not considered an order or prescription for medical services and/or supplies unless and until it is formally authorized by a healthcare provider in compliance with applicable laws and regulations.
VC44003-0524
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