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Bioligic List- Dermatology

1. Adbry
2. Botox
3. Cibingo
4. Cimzia
5. Cosentyx
6. Dupixent
7. Enbrel
8. Erivedge
9. Humira
10.llumya

11.0tezla
12.Rinvoq
13.Skyrizi
14.Stelara
15. Taltz

16. Tremfya
17. Xolair
18. Xeljanz




Biologic indications-Dermatology

Hyperhidrosis
Botox
Psoriasis
Cimzia, Cosentyx, Enbrel, Humira, Ilumya, Otezla, Taltz, Tremfya, Remicade, Skyrizi, Stelara
Psoriatic Arthritis
Cimzia, Cosentyx, Enbrel, Humira, Otezla, Taltz, Tremfya, Remicade, Stelara, Xeljanz
Hidradenitis Suppurativa
Humira
Chronic Idiopathic Urticaria
Xolair
Atopic Dermatitis
Dupixent, Adbry, Cibinqo, Rinvoq
Basal Cell Carcinoma

Erivedge




Biologic/Infusion List- Gastroenterology

Humira/Stelara — Crohn’s, Ulcerative Colitis
* Entyvio — Crohn’s, Ulcerative Colitis
* Faraheme — Iron deficiency anemia

* Remicade — Crohn’s, Psoriasis, Psoriatic Arthritis,
Ulcerative Colitis
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Biologic List

Biologic Name

Drug Company

Patient assistance

1. Adbry Adbry Complete LeocPharma

2. Botox Botox/Allergan Abbvie

3. Cibingo Pfizer patient access Pfizer

4. Cimzia Cimplicity uchCares

5. Cosentyx Cosentyx Connect Novartis

6. Dupixent Dupixent Myway Dupixent PAP

7. Enbrel Enbrel Amgen

8. Erivedge Genentech Foundation Assistance

9. Humira Humira Complete Abbvie
10 llumya llumya Support llumya PAP
11.0tezla Otezla Support Plus Amgen
12.Rinvoq Rinvoq complete Abbvie
13.Skyrizi Skyrizi complete Abbvie
14 Stelara Janssen Carepath Johnson and Johnson
15.Taltz Taltz Together Lily Cares
16.Tremfya Janssen Carepath Johnson and Johnson
17 Xolair Genentech Novartis
18 Xeljanz Xelsource Pfizer

Gl Drug Company Patient assistance

Humira Humira Complete Abbvie
Entyvio Entyvio Connect
Faraheme Faraheme AMAG Pharmaceuticals
Remicade Janssen Carepath Johnson and Johnson

Renflexis

Merck




Enrollment forms

o Unique to each medication

o Initiates drug company patient account

o Helps with copay cards and patient assistance

Starts medication when available for commercially insured

o Link/bridge/quick start




Otezla® Specialty Pharmacy (SP) START Form

Step 1: Please complete this form if you'd like an SP to provide prior authorization support or to process

f," B .,
Otezla

Step 2: Fax this form, along with copies of the front and back of both your patient's insurance and prescription »
" Bk A i o presce (apremilast) s
benefit cards, to your preferred SP. tablets

o Fax #

LX _

Preferred SP name

Please note that if the patient s insurance mandates the use of o different SP than what is preferred, your preferred SP may need to transfer the prescription to the mandated SP.

Patient and Prescriber Information

Section 1: Patient Information

Name (Fisst, Middle, Last) Date of birth ! / [ Male [J Female
Address (No P.0. Box) City State ZIp

Home phone Mobile phone

Email address

Section 2: Insurance Information *Include both sides of your patient’s insurance and prescriptio ard

) Insurance card attached [) Prescription benefit card attached [] Patient has no insurance

Primary insurance provider Policy # Group # Insurance phone
Palicyholder name (First, Middle, Last) Pharmacy insurance

Pharmacy insurance phone Rx member ID Rx PCN (if applicable)

Ry group ID Rx BIN (if applicable)

Section 3; Prescriber Information
Name (First, Last) Faallity name
Address City State ZIp

Phone Fax NP| #'Required OFfice contact

Otezla
«*UPDATE*

- Patient signature

no longer required

- Complete
provider info

section




Prior Authorization (PA) Information

[ ! do not require PA support (please skip this section) [] | would like PA support {please complete required clinical infarmation in this section)
CLINICAL INFORMATION Primary diagnosis/ICD-10-CM Code:

[Q L40.0 (Psoriasis vulgaris) %B5A Affected

[ L40.51 (Distal interphalangeal psoriatic arthropathy)
[ L40.52 (Psoriatic arthritis mutilans)

O L40.53 {Psoriatic spondylitis)

O L40.59 (Other psoriatic arthropathy)

AFFECTED AREA(S) (For PsO ONLY): [ Hands [Jarms [JNails
PREVIOUS/CURRENT TREATMENT:

Medication

[ Methotrexate
[ Cyclosperine
[ sulfasalazine
[ Acitretin

[ Puva or UV
[ colchicine

Medication

O orals___
O Topicals

Duration/Reason for discontinuation

[ L40.8 (Other psoriasis) %BSA Affected
[ L4028 (Psoriasis, unspecified) ;
[] M35.2 (Behget's Diseasa)

Otrunk [JFeet [Jiegs [O5calp [JGroin [J Other

Duration/Reason for discontinuation

O siclogics

[ other

ADDITIONAL MEDICAL JUSTIFICATION:

*Iinclude any clinical notes helpful in establishing diagnosis.

Prescription Information For Otezla® (apremilast) FOR ORAL USE

Starting with in-office sample

Date titration sample was provided bo patient: ! !

In-office 2-WEEK TITRATION SAMPLE x14 days, 27 tablets, 0 refills

*Note the patient's start date if you directly provided the in-office sample Lo your patient.

| Starting with the Specialty Pharmacy

Titration Starter Pack Rx is only for patients who did not receive a sample during their

office visit. The SP will notify the patient via telephone prior ko each shipment

[ Titration Dose: 4-WEEK STARTER PACK x28 days, 55 tablets, 0 refills

Maintenance Dose: 30 mg of Otezla®

D Twice daily D Once-daily renal dose 30 mg (For patients with severe renal impairment)
[ x30 days [] x90 days Refills: [T] 11 er [] Other (enter #}

Spedial instruchions

Crale

===

Encourage patients to enroll in the combined Co-Pay & Bridge Program by scanning
the QR code, visiting otezla.com, or calling 1-844-40TEZLA (1-844-468-3952).

Please see the back page for Indications and Important Safety Information.

Please click here For Full Prescribing Information.

AMGEN'

*UPDATED*

Prescription section
needs to be marked
completed (no

bridge section)

- Verify provider

signature has a date

prior to faxing
Patient needs to
sign up for
bridge/copay card
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F‘ . : g ”
g‘&% Encourage patients to enroll in the combined Co-Pay & Bridge Program by scanning

’E"I: the QR code, visiting otezla.com, or calling 1-844-40TEZLA (1-844-468-3952).
Dmla

‘&%“tﬁ Please see the back page for Indications and Important Safety Information.

Scan Me

Please click here for Full Prescribing Information,

Enroll in the $0
Co-Pay* Program

Getting an Otezla $0 Co-Pay Card
Did you know the majority of people pay 50 a month
for Otezla?

Just fill out and submit the form below—if you're
eligible, you’ll be automatically enrolled and your new

-

$0 Co-Pay Card will be sent to you ready to use.

Prefer to do things over the phone? You can also call 1-844-40TEZLA (1-844-468-3952) and
speak to a SupportPlus™ team member to enroll (available 8 am - 8 pu ET, Monday - Friday).

AMGEN

*UPDATE*

Commercial patients;

- 1. Use QR Code
- Takes you directly to copay

card section of website

- 2. Otezlasupport.com
- Savings and support
- $0 dollar copay card offer
- Signup




DUPIXENT Enrollment Forrmm  Complete the entire form and submit pages 1-2 to DUPIXENT MyWay® via fax at

i
ey

PATIENT TO FILL OUT
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1-844.387-9370 or Document Drop at www. patientsupportnow.org (code: 8443879370)

ywlly FOR DERMATOLOGISTS For assistance, call 1-844-DUPLXEN(T) (1-844-387-4936) Option 1, Monday-Friday, 8 -8 s ET

Section 1. Patient Information

Patient name (first, M1, last) DoB Gender OF OM
Address City
State Fd Prefermed language (if not English)

Hnbillplnmf ) O Prefered # O Voicemail Alhmalnpllunl{ ) O Preferred # O Voicemail

Bestiimefocall C18-10aw C110a-12e D112-2pu O2-4pu D14-6ru C16-Orm

11 have read the Text Messaging Consent in Section 8 and expressly

Email consent to receive text messages by or on behalf of the Program,
Patient Authorizations

| e rmad Bnd agres i the Patent Authorzetion io Lise and Disdose Healh Infarmation indided in Section 7. | have read and agres to e Palient Cenifications induded in Section 8.

(101 2 Patient signatureil egal representative if patient is <16 years Cate | ol 7} Pattient signaturefl sgal representative i patient is <1 years Date
B H zigned by legal Hpatent & <18 yaxs Reprasertabs satioreshin $o patent I patient & <18 pears

Section 2. Household Income Required if enrolling in the DUPIXENT MyWay Patient Assistance Program.
How many pecple live in your household? What is your total annual household income?

Pizese refer in Section . Petes Centfations, or addionsl information shout the Patisnt Assstance Program. {includes salany'wages, Socal Seaurhy income, wnemployment insurance tenefis, disabiity income. any ofher incoms
forthe househokd |

Section 2. Insurance Information D Patient has no insurance. (Please fil out Section 2.) 0 Attached copis of front and back of primary prescription and medical cands.

Primary Rx insurance name Primary medical insurance name

Rx insurance phone { ) Insurance phone ( )

Poiicy ID # Group # Policy ID # Group #
RxBIN# Rx PCN# Policyholder name (firstitast)

Relafionship to patient

1 have already sent this prescription to the specialty pharmacy.
By checking the bax, | acknowiadge DUPRENT MyWay will not conduct a benafits verfication. The specially pharmacy is respansible for secusing coverage on my patient's behalf.
My preferred specialty pharmacy is Phone ( ) Fax ( ]

Section 4. Prescriber Information

Prescriber name: Stteffaciity name

Specialty Office contact name

Address Office contact emaid

City State ar Phaone ( i Fax | ]
Prescriber NP| # TaxID#

Dupixent
2022 new form

Patient must sign BOTH
Boxes AND date
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Section 5. Diagnosis (Choose ONE) Date of diagnosis f |
Moderate-to-severe atopic dermatitis 1 Primary diagnosis Other ICD-10-CM code

0120.9 Atopic dermatifis, unspecified  [011.20.89 Other atopic dermatitis a
C0-10-Chiintenationsl Classficalon of Desases, Bl Revision, Cinca/ Modlalon.

o Prescriber to fill out required prescription infarmation on page 2 !
= AN S
Section 6b. DUPIXENT" (dupilumab) Quick Start Program
Prescription Information (For COMMERCIALLY INSURED Patierts)
For COMMERCIALLY INSURED patients, Quick Start may be abbe to provids DUPLXENT at no costif there is a coverage delay. Fill ot sections B and 6b completely to determine patient eligibility.

Section Ba. DUPIXENT" {dupilumab) Prescription Information

FRex: DUPIKENT® (dupilurmab) {200 mg/i.14 mL or 300 mg2 mL)
Prescripon: CINew start O Sarrgle product provided Date ( /
Dwwvica typa (Chonse ONE): [ Prefilled syringe (200300 mg) DR

O Pre-illed pen {20300 ma)
{for use in adolescents >12 years)

Prescription: [IMew stan [JSamgle product provided  Date
Dewice typa (Chocse ONE): C1Pre-fifed syringe (200/300 mg) OR
O Pre-fified pen [200/300 ma)
{for use in adolescents =12 years)

Rx: DUPIXENT® {dupiluriabl (200 mg/.14 mi. or 300 mgi2 mL) ‘

Known dnug allemies

= = = o Known trug allergles
Oty: 1 pk {package of 2 syringes or 2 pens) Refills  Days'supply:

Ciy: 1 pk (package of 2 syringesior 2pens) Refils___ Days'spply

Moderate- Patiants aged =18 years Moderate- Patients aged 218 years

aged 216 years
to-severe | [initial dose: 600 mg SIG: 2 (300 mg'2 mL) injections S0 on Day 1 to-severs Initial dose: 600 myg SIG: 2 (300 ma/2 mL) Injections S0 on Day 1
sopl [0 Subsequent (maintenance) dose: 300 mg Sope . [ Subsequent (maintenance) dose: 300 mg
SIG: 1 {300 mgf2 mi ) injection S0 every 2 waeks, starting on Day 15 ShG: 1 (300 mgi2 mL) mjecton S0 avary 2 weeks, staring on Day 15
Patients aged 6-17 years: Walght: _ _ kg (1 kg=2.2 b} Patients aged 617 years: Weight: __ kg (1 kg=2.2Ib)
Weight 13 kg to <30 kg Weight 15 kg to <30 kg

[ initial dose: 600 mg SIG: 2 (300 mg/2 mL) Injections SO on Day 1
[ Subsequent (maintenance) dose: 300 mg

SiG: 1 (300 mgi2 mL) mjection S0 evary 4 weeks, starling on Day 28
Weight 30 kg to <60 kg
Oinitial dose: 400 mg SIG- 2 (200 mg1. 14 mL) Infechions S0 on Day 1
[ Subsequent (maintenance) dose: 200 mg

SIG: 1 (200 mgi1.14 mL) injechion 50 every 2 weeks, starting on Day 15
Weight 260 kg
Cinitial dose: 600 mg SIG: 2 (300 mg/2 mL) Injectiors S0 oo Day 1
[ Subsequent (maintenance) dose: 300 mg

SIG: 1 (300 mgi2 mL) njection SO evary 2 weeks, starting on Day 15

Dinitial dosa: 600 mg SIG: 2 (300 mg'2 mL) injections S0 on Day 1
(1 Subsequent (maintenance) dose: 300 mg

SIG: 1 {300 mg/2 ml ) imjection S0 every 4 weaks, starting on Day 29
Weight 30 kg to <60 kg
I hnitial dose: 400 mg SIG: 2 (200 mg.14 mL) inpectionz 50 on Day 1
[ Subsequent {maintenance) dose: 200 mg

SIG: 1 (200 mig'1.14 L} irection S0 evary 2 weaks, sarling on Day 15
Weight 260 kg
D knitial dose: 600 mg SIG: 2 {300 my'2 mL) injections S0 an Day 1
I Subsequent (maintenance) dose: 300 mg

SIG: 1{300 mg2 ml) mjecton S0 every 2 waaks, starting on Day 15

Preserber sonature (No dames) Dispense as written Date Presoriner signature (Mo slarps) Substitution permithed Diata

)

Dupixent RX

Diagnosis section-pgl
Page 2

Both prescriptions are next

to each other
- Select device type
- Dose

- Provider only needs to
sign ONCE now

- DON’T FOREGET
DATES ON SIG




Eczema Area and Severity Index (EASI) case report form - age>8 years

Area of Involvement: Fach body region has potentially 100% involvement. Score 0 to 6 based on the following table:

% involvement

1-9%

10-29% | 30-49% | 50-65% | 70-89% | 90-100%

Region score

il

2 3 4 5 6

0 None

1 Mild

2 Moderate
3 Severe

Scoring table:

Severity of Signs: Grade the severity of each sign on a scale of 0 to 3:

v Take an average of the severity across the involved area.

¥ Half points (1.5 and 2.5) may be used. 0.5 is not permitted — if a sign is present it should
be at least mild (1)

Erythema Edema/ Excoriation Lichenification Region score Multiplier | Score per body
(0-3) Papulation (0-3) (0-3) (0-8) region

Body region (0-3)

Head/neck ( + + + ) [ X X0.1
Trunk ( + * + ) [ X Xo0.3
Upper extremities ( + + + ) | X X0.2
Lower extremities ( + + 6 ) [ X Xo0.4

The final EASI score is the sum of the 4 region scores:
(0-72)

Dupixent-(EASI)

All Medicaid INS requests EASI

score for Dupixent

Renewals

-INS requires 75% improvement

from baseline

Fax to Apex with enrollment

form

(providers can document in chart

notes as well)




i Prescription Information and Enrollment Form
janssen
c a reP ath Complete and fax this form to 844-322-9402 or mail to 2250 Perimeter Park Drive, Suite 300, Morrisville, NC 27560 ‘ Tl'e mfya

For assistance, call 877-CarePath (877-227-3728), Monday-Friday, 8:00 am-8:00 e ET (quselkumab)
Janssen CarePath cannot accepl any information without an executed Business Associate Agreement or Patient Authorization Form, which can be found at JanssenCarePath.com or as the last page of this document.
1. PATIENT INFORMATION (REQUIRED)

PATIENT NAME (First, M1, Last) DOB (MM/DD/YYYY)
CELL PHONE ALTERNATE PHONE E-MAIL

ADDRESS CiTY
2. INSURANCE INFORMATION (REQUIRED. Please fill out this section in its entirety and provide a copy of the front and back of the pharmacy insurance card with the

STATE P

palient's required pharmacy information.)

PRIMARY PHARMACY (Fx) INSURANCE | RxlD# Rx BIN # Rx PCN #
Rx GROUP # PRIMARY MEDICAL INSURANCE

CARDHOLDER NAME CARDHOLDER NAME

Failure to provide this information may result in delay of the benefits investigation.

RELATIONSHIP TO PATIENT GROUP#

INSURANCE PROVIDER PHONE MEDICAL INSURANCE 1D #

PRESCRIBER NAME (First. M1, Last) NPI# TAXID #

OFFICE CONTACT NAME OFFICE NAME PTAN

OFFICE PHONE ADDRESS

OFFICE FAX ciTy STATE_____ZIP

4. CLINICAL INFORMATION (REQUIRED. Information requested is for benefits investigation purposes only.)

PRIMARY DIAGNOSIS (select one): PRIOR THERAPIES:
PSORIASIS @rioo O omer 6010 Code: [ PP o o Elcomave  Edoysoasarni
acrive psoruaric ARTHRMS [ 14050 [ Other 160-10 Code:
DATE OF DIAGNOSIS OR YEARS WITH DISEASE: Oenoer Oumia®  Dluetnotrerate Cloteza®
SECONDARY DIAGNOSIS (if any): Dthnme:apy O Skyrizi® Olsoriatane® D stelara®
1CO-10 Code: O O xeljanz CItone Dlother

SHIP STARTER DOSE T0: LSrescriber office
(m single-dose prefilled syringe, 100 mg at Week 0 3 atient

PRESCRIBER SIGNATURE REQUIRED TO VALIDATE PRESCRIPTION: | certify that therapy with TREMFYA® is medically necessary for this patient. | will be supervising the patient's treaiment
accordingly, and | have reviewed the current TREMFYA® full Prescribing Information. | authorize Janssen CarePath to act on my behalf for the limited purposes of transmitting this prescription
to Wegmans Phnnnnl:r. | also indicate that | would like to enroll the patient in the So Simple Trial Program. | understand that the patient will be contacted by Wegmans Pharmacy. on behalf

‘STARTER DOSE: E’w single-tose One-Press patient-controtied injector, 100 mo at Week 0

of Janssen CarePath, lo initiate therapy and schedule shipping of his/her medication.

(NO STAMPS ALLOWED) DATE

Tremfya

Complete diagnosis section

So Simple dose
- This sends to ALL

insurance types

- First dose should go

to prescriber office

NN




6. PRESCRIPTION INFORMATION (Complete this seciion if requesting enrollment in Janssen Link AND/OR a pharmacy prescripiian.)
Rx DIRECTIONS (If So Simple Trial Program selected above, begin Starter Dose al Week 4.)

) STARTER DOSE: MAINTENANCE THERAPY:
JB Single-dose One-Press patient-controlled injector (NDC: 57894-640-11) s Ingle-dcgs One:Press patien-contralled njector, 100 my/mL SC every 8 vieks
100 mo/mL SC at LAWeek 0 L&fVesk 4 Refills #
[ Single-dose prefilled syringe (NDC: 57894-640-01); [ Single-dose prefilled syringe; 100 mg/mL SC every 8 weeks
100 my/mL SC at Clweek 0 [ week 4 Refills #

PRESCRIBER SIGNATURE REQUIRED TO VALIDATE PRESCRIPTION: | certity that therapy with TREMFYA® Is medically necessary for this patienl. | will be supervising the patient's trealment
accordingly, and | have reviewed the current TREMFYA® full Prescribing Information. | authorize Janssen CarePath lo act on my behalf for the limited purposes of iransmitting this prescription
1o the approprizie pharmacy designaled by me, the patient, or the patient's plan.

(NO STAMPS ALLOWED) DATE
7. JANSSEN LINK PROGRAM

When commercial insurance coverage is delayed 5 busingss days or deniad, Janssen Link offers eligible patients TREMFYA® at no cost until their commercial insurance covers the medication.
See program requirements on the next page.

By enrolling pabients in Janssen Link, ) certify that | agrae o the program requirements and will taka any necessary action described in the reguirements for my patient.
(NO STAMPS ALLOWED) DATE
8. PRIOR AUTHORIZATION

Prior Authorization Form Assistance and Status Monitoring: Janssen CarePath assists your office in providing the requirements of the patient’s health plan related to prior authorization for treatment

with TREMFYA®. Assistance includes obtaining the health plan-spacific prior authorization form, and providing it based upon the patient-specific information provided on this form. The partially

compieted prior authorization form will be provided to your office for possibie completion and submission In the office’s sole discretion. Janssen CarePath also actively monitors the status of prior
uthorization submission to the patient’s plan and provides status updates to your office with respect to this patient’s prior authorization for treatment with TREMFYA®.

NOT wish to receive Prior Authorization Form Assistance or Stalus Monitoring. (This opt-out does not apply if you are requesting the patient be enrolled in Janssen Link.)
[ Prior Autharization is already on file with the patient’s plan for treatment with TREMFYA®.

Please see full Prescribing Information and Medication Guide for TREMFYA®. Provide the Medication Guide to your patients and encourage discussion.

2
Link RX

Prescription section
-Used for link

(free program while waiting for
INS or if denied)

- Provider sig and date

needed
Link Program

-Commercially insured
ONLY

-Provider sig and date needed




taltz tgether PATIENT ENROLLMENT SECTION R
eaman) Taltz® (ixekizumab) Dermatology 1-844-344-8108
injecton

PPRC.-US-1401 04/202]1 @Lilly USA, LLC 2021. All rights resarved.

Patient Name (First, MI, Last} DOB (MM/DD/YYYY)
Address City State Zip
US or Puerto Rico Resident [ Yes || No Gender|_IMm [C1F Preferred Language || English [ Spanish [ Other
Phone” Email

"By providing my telephone number and signing this form, | agree to receive automated marketing calls and texts fram and on behalf of Eli Lilly and
Company. | understand that | am not required to provide my number as a condition of purchase. Message and data rates may apply.

Not signing this form will result in an incomplete submission and a delay in requested services

Signature of Patient Date Signed (MM/DD/YYYY) ——

Must select one of the following: || No Insurance Coverage O Copy of Policyholder’s Insurance Card (Front and Back) Is Attached || Provide Information Below

Primary Prescription Insurance Company

Insurance Company Phone # Cardholder Name
Policy/1D Group #
RX BIN PCN

Please select which options you would like to enroll in by checking the corresponding checkboxes below.

1 would like a Taltz* Savings Card and agree to the Savings Card Terms and Conditions on page 6

SAVINGS CARD ELIGIBILITY (must confirm the below statements in order to be eligible)

[Z11 confirm that | am a resident of the United States or Puerto Rico who is 1B years of age or older

|11 confirm that | am NOT enrclled in a government-funded prescription program. Examples include Medicaid, Medicare, Medicare Part D, and others
11 would like Taltz Together™ Ongoing Support and agree to the Optional Taltz Together™ Ongoing Support Enroliment Consent on page &
11 would like Injection Training Support and agree to the Optional Taltz Together™ Ongoing Support Enroliment Consent on page &

11 would like Sharps Disposal Support

| have read and agree to the Patient HIPAA Authorization. | understand | am entitled to a copy of this signed Authorization.

Printed Mame of Patient Date of Birth (MM/DD/YYYY)
Not signing this form will resuit in an incomplete submission and a delay in requested services

- Signature of Patient . Date Signed (MM/DD/YYYY)

Jof7

e,

Taltz

New enrollment updated 8/2021
7 pages

Two patient sig needed

-page 1 and 3

If patient misses HIPAA-Can

call to complete




PP-RC-US-1401 042021 1Ly USA, LLC 2021, All rights resered

Yous Froussl
select a

Diagmosis,
and Dosing

taltz t(gether'u PRESCRIBER ENROLLMENT SECTION Taltz” (ixekizumab) OFFICE: Please fax to
(Igrizamia) Dermatology 1-844-344-8108

Patient Name {First, MI, Last} DOB [MM/DD/YYYY)

Address City State Zip

MName [First, Last) NPI &

Practice Name Phona Fax

Address City State Zip

Group Tax ID Office Contact Name Office ContactPhone
Collaborating Physician NP #

Taltz™ Dermatology Prescription — Fill out corresponding prescription below and sign at the bottom of page

Device Type (Select ONE)
Taltz* (ixekizumab) 80mg/mL 1 mL inj
[ Auto dnjector 1 Pre-Filled Syrings
Diagnosis I Taltz® Prescribing Information (P1) Adult Dosing Quantity Dayzs Supply Refills
) Plague Psoriasis [ ] Starting Dose: 160 mg (2 x 80 mg) subcutaneous injection on Day 1, | 3 pens/syringes 25 2
{ICD-10 Code: L40.0) then begin first induction dose (1 x 80 mg 2 weeks Later fweek 2)
Device Type, OR (| !nﬂu&ﬁgri[?nu: 1 x 80 mg subcutaneous injection every 2 weeks 2 pensfsyringes 28 1
[[]Flague Psoriasic pials 4-40)
{ICD-10 Code: L40.0) ] Final Induction Dose: 1 x 80 mg subcutaneous injection (week 12) 1 pen/syringe 28 1]
with Psoriatic Arthritis [] Maintenance Doze: 1 x B0 mg by subcutaneous injection every 4 1 pen
| 1 cutanaous 1 en'syringe 28
{ICD-10 Code: L40.5) weeks fiheraafier) FeE
i} Starting Dose: 2 x 80 mg each (160 mg total) by subcutanecus 2 pens/syringes 28 1]
[ P=oriatic Arthritis mjection on Day 1
(ICD-10 Code: L40.5) ] Maintenance Dose: 1 x 80 mg by subcutaneous injection every 4 1 pen/syringe 28
weeks (thereafter)

Prior Treatmant Failures. Contraindications, Intolerances, or Allergies {zslact all that apply] ] Mo previous biologic or systemic agent

O Phototherapy  DlMethotrexate  [IHUMIRA® [DOtesta®™ CIENBREL® CISTELARA® [CICOSENTYX® [ Skyron® ) Otherjs)

Benefits Investigation Support (select one choice)

] Litly Conducted Banefits Investigation—Taltz Together™ will research the Patient’s msurance and in-network Specialty Pharmacy options to help identify the
lowest out-of-pocket cost available for Taltz" and will forward the prescription to the Specialty Pharmacy that the Patient selects. A Taltz Together™ representative will
help triage and troubleshoot access issues on the Paient's behalf. IF CHECKED, MUST FILL OUT PRESCRIPTION SECTION ABOVE.

| Specialty Pharmacy Conducted Benefits Investigation—Specialty Pharmacy where preserption was sent

Dispense as written May substitute/brand exchange permitted

Not signing this form will result in an incomplete submission and a delay in requested semices

Date Signed (MM/DD/YYYY)

Taltz Rx

Device type needs marked

Diagnosis marked

-Select prescription per diagnosis
- add refills accordingly

(this prescription will be used for
25 dollar copay card program)

- Commercially INS only

- Benefits
- Notate specialty : APEX

Provider Sig and date needed




Da

/IPEX DERMATOLOGY &

ré: 8552572584 || Fax: 866.6803539

PATIENT INFORMATION

O Patient O Provider

Patient Name: Prescriber:
Street Addrass: WP
City, State, Zip: Gioup:

DIACNOSIS (ICD-10

[ 74

CURRENT / PREVIOUS THERAPIES FOR THIS CONDITION

[ cimzia [JCosentyx [] Cyclesperine [ Dupisent [ Entiret [ umira [ tlumya [ Methos
molula Cleuvayuve [ remicage [ Simponi [ Sivestra [ Skyrizi [] Soristane [ stetara [ Tatte DT‘JDIHH 3 Tremitya

Tried/Failed
Therapies

Phane N1 Street Address.
Phong A2 City, State, Zip:
Social Security: Office Phone:
Date of Birth: J I Oifice FAX

Ses: Om O Primary Contact:

AND DEMOCRAPHIC INFORMATION

[J 150.__ Plague Psariasis

PPD/Chest X-Ray fior TH?

% [Orands Creee Osealp [HGroin [ Other Area

Ores Cue Drug Allergies:
PRESCRIPTION INFORMATION

O i (] z00x2 ps [ start: tnject 400mg S0 at weeks 0, 2, and & (qty 3 kits)
[ z00u2 LYO [ Maint: inject mg S0 every: []2 [ 2 wks(gty | *Pt. weight Ibs

[ casenty [1 150mg Sensoready PEN | [] Start: inject 2-150mg (300mg) 5O at Weeks 0, 1, 2, 3, and 4 (gty |

i [ 150mg FFs [ Maint: Inject 2-150mg (300mg) 50 every & weeks (gty 2)

[ z0omg prs ; : o : £

[ Bupisent [ 200my prs O 51ar.1. I'ij:"_'l Fs mg | mg) 50 in different injection sites at Week 0 {gty 2]
[ 300mg PEN ] Maint: inject mg every week(s) gty )
E :Er:g Efer:'ic“:i”i [ Inject SOrmg SO TWICE a week, 7296 haurs apart gty 8) for 12 weeks

[ Enbred D 50 2 — |:| Infect SOvmg 50 ONCE a week {gty 4) Refill:
Ho s"‘rﬁyk& ] inject 0.5 mg/kg ONCE a week (qty 4) “Pt. weight tbs

D Humira Starter Kit
Citrute free

[ a0mg/0.8m| {gty 1) and
&D/o.aml PEN [gry 2)
[] somg/0.8mi PEN [ty 3)

Inject Bleng 50 0n Day 1, then 40mg 50 on Day &, then d0mg every other wesk

F 2 e ¥ g every

[ inject 160mg 50 6m Day 1 or B0mg per day on Days 1 and 2, Refiil 0
then B0mE on Day 15, then 40mg evary week

D Hiirmitra Maintsnanis

[] 20mg/0.4m| PEN
[] 40mg/0.4emi PFS

[ ingect a0emg 50 every weekis) gty ) Refill:

Citrute free [ s0mg/o.8mi SEN [l inject B0mp SO every _ week(s) gty |

[ iz [ 100mg/mi PFS [ start: inject 100mg 50 at week 0 and week 4, then avery 12 weeks (gty 2)

[ odomea [ z00mg capsule [ vake 1 Capsule ONCE daily on an empty stamach {gty 30)

[ otezia [ starter kit [ 7ake Starter Dosing per instructions (gty 55 // 28 days) IDQl’,'kepmm'dedl
[ 30mg Tablet [ 7ake 1 tablet by mouth twice daily gty 60 /' 30 days)

[ simgani B:g::g i'lf;am 553 [ tnject Sma S0.OHCE 3 MONTH a5 directed gty 1)

[ sivextra [ 200mg Tabiet [ Take 1 Tablet ONCE daily gty 6]

[ sieyrizi [ 75mg PFs [ eapect 150mmg 50 at week 0 and week 4, then every 12 weeks (gty 2]

D SR [ 25mg pFs. [ start: tnject ___mg 50 day 0. then on day 28 (qty 2
[ somg prs [ Maine tnject _ mg 50 every 12 wesks (qty 1) *PL weight _ fhs

OJram [] 80mg Autoinjectar Dsu.j =l 160erg 50 at Week 0, then BDmg at Weeks 2, 4,6, 8, 10, 12 |qiy 8)
[ eomg prs [ mainr: inject 80mg S0 every & wesks |qey 1

rvemtya [] 100mg Autoinjector ] Start: inject 100mg 50 at Week 0, then on day 28 (gty 2)

[ 100mg FFs

[ Maint: inject 100mg 50 every B weeks jgty 1)

PRODUCT SUBSTITUTION PERMITTED DISPEMSE AS WRITTEN

Apex -Derm
Complete for medication

Send with chart notes/TB test

- Notate waiting on labs




/lPEX GASTROENTEROLOGY s

SPECIALTY PHARMACY Phone: 855257.2584 || Fax 86668035359

p to: O Patient O Provider

PATIENT INFORMATION

Patient Name: Prescriber:
Street Address: MPI:
City, State, Zip: Group:

Phone #1: Street Address:
Phone #2: City, State, Zip:
Social Security: Office Phone:
Date of Birth: [ ! DOffice Fax:

Sex: I:l M D F Primary Contact:

PLEASE SEND INSURANCE CARD AND DEMOGRAPHIC INFORMATION

DIAGNOSIS (ICD-10 //ICD-9)

O prednisone  []

O xso {{555.0 Crohn's Disease [ =s1 /{ 556.9 Ulcarative Colitis [ othes:
CURRENT / PREVIOUS THERAPIES FOR THIS CONDITION
e [l s-asa [ azathioprine  [] Budesonide  [] Mercaptopurine 7] Mesalamine

Sulfasalazine

Biologics

O cimazia Jentyvio [JHumieza [ Remicade [] Sémponi [Jstelara [Jxeliznz  [] xifaxan

PPD/Chest ¥-fRay for TH? Oves e Drug Allergies (Hst]:
PRESCRIPTION INFORMATION
D Cirmzla |:| prefilled Syringe I:l Initial: Inject 400mg 50 at weeks 0, 2 and 4 (gty 3 kits) Refil:
P El LYD Powder I:l Miaint: Inject mg 5C every: El 2 D 4 whks [ty | Refill:
[ oificid [ 200mg Tahiet 1 Tablat Twice Daily (gry 20} Refill:
O H.um-ra Induction [ 20me/0.Smi pEN (gry 3} Jinject lmeg_hQ on Day 1, then E_Dn'rg onday 15 Refill:
Citrate free [] inject 80mg 50 0on Day 1, 2 and 15
} L
[ Humira Maintenzncs [ 40me /. dmi bEN [ inject 40mg 502 every-cther-week (gty 2)
Citrate free [] aomg/o ami oFs ] inject 50me 50 cvery weekis) (aty j Refill:
[ somg/0 8mi pen o ™ —= R
100mg PFS
I:l Simponi Induction E 1001-: Smartiact I:l Inject 200mg 50 at week 0, then 100mg at week 2 (gty 3} Refill:
ng u
100mg PF5
Simponi Maintenance | i Inject 100mg every 4 weeks {gty 1) Refill:
[] 100mg Smartiect I gy a1
[ stetara [] 130mg wial (Szart) [ start: mg IV at day 0 [gty | *WEIGHT Refill:
L] a0mg PFS (Mdaint ) ] maint: Inject S0mg 5C at week 8, then every B weaks Refill:
[ xetjanz [] 5mg Tablet [ start: 10mg twice daily: [] & weeks [ weeks (gty 60) Refill:
[ 1omg Tablet [Imaint: [] 5mg twice daily  [] 10mg twice daily (qty 60) Refill:
[ starter Pack [[] Take 0.23mg once daily on day 1 - 4 gty 4), 0.46mg ance daily on e
{0.23mg/0.46mg Capsube} day 5 - 7 {gty 3) 3
D Fenpada D Starter Kit [0.23mg/ D Take 0.23mg once daily on day 1 -4 (gty 4), 0.46mg once daily on Refil:
P D.aemg/0.92mg Capsuka) day 5 - 7 {qty 3), 0.92mg once daily on day & and thereafter {qgty 30) E
[1 maintenance {0.92mg
a 200 s
Capsule} D 0.92mg once daily (gty 30) Refill:

PRODUCT SUBSTITUTION PERMITTED DISPEMSE AS WRITTEN

Apex- GI

We have not utilized this yet

Can be used for assistance to
initiate PA




How to

o Complete enrollment form for
specific medication

° Complete Apex form

o Scan enrollment forms into
chart

° Fax enrollment forms to drug
company and Apex with chart
notes/labs/insurance info

start PA

o Start T bean in chart

° Notate if waiting on labs or 1f
forms were faxed

oSend T bean to Danielle Clark




How to submit PA

o Apex portal/Fax enrollment form
o Cover My Meds

° BlueKC

°TricareWest

° Insurance specific form
° Magellen
oUS RX Care

o Archimedes




Appeals

o Fax denial to drug company o AOR (Appointment of Representative)

o Signature from patient allowing us
to appeal on their behalf

o Specific insurances request
o Medicaid
o Humana

o This can initiate/continue free
drug program for commercial
patients

o Once a medication has been denied,
I review denial letter and send to

provider why it was denied o INS will not accept appeal

o Appeal if requested without this form is required




Appeal process

o Can take up to 30 days (or longer) o If free drug program not available,

will discuss with patient/provider to

o ] will create action to check status of move forward for patient assistance

appeal and update patient

° Once response received, will send to

drug company

o Will submit second appeal if INS allows




Patient assistance

o Humira/Skyrizi/Botox o Otezla
o Abbvie ° Amgen
o Enrollment specific for each
o Taltz

Cosentyx o Lilly Cares

° Novartis

o Dupixent
Tremfya/Stelara o Dupxient Myway (No new
- Johnson and Johnson enrollment form)

- Enrollment specific for each




PAP

o Based off of household o Medicare
income ° High copays
o Can complete high out of

o Varies per company pocket cost form if income
is too high for assistance




o Abbvie assistance

o All hyperhidrosis

° Requires medical and
prescription denials

*difficult to obtain*

Medical benefits at specialty pharmacy
- depends on INS

- Accredo and OptumRX
- Us Bioservices

Botox Savings Program
- Patient to pay out of pocket
- Will be considered “cosmetic” self
pay
- We supply Botox

Botox

o https://www.botoxsavingsprogram.com/

o The BOTOX® Savings Program helps eligible patients receive money back on
any out-of-pocket costs not covered by insurance.

o

o Patients whose insurance does not cover Botox can apply for the savings
program online at link listed above. Eligible patients are those who have a
diagnosis of chronic migraines or hyperhidrosis of axilla (not hands or feet) and
do not have government-based insurance and are 18 years or older.

o

o Program Terms, Conditions, and Eligibility Criteria:
o 1. Offer good only with a valid prescription for BOTOX"

o 2. Based on insurance coverage, reimbursement may be up to $1000 per
treatment with a maximum savings limit of $4000 per year; patient out-of-pocket
expense may vary.

o 3. Offer not valid for patients enrolled in Medicare, Medicaid, TRICARE or any
other government-reimbursed healthcare program

o 4, Offer valid for up to 5 treatments over a 12-month period.

o 5, Claims must be submitted within 180 days of treatment date and must
include a copy of (a) an Explanation of Benefits (EOB) for the BOTOX"® treatment,
(b) a Specialty Pharmacy (SP) receipt for BOTOX"’, or (c) other writing showing
payment of out-of-pocket BOTOX® and treatment-related out-of-pocket costs.

o 6. ABOTOX" Savings Program check will be provided upon approval of a claim
and may be sent either directly to you or to your authorized healthcare provider
who provided treatment. For payment to be made to your healthcare provider, an
authorized assignment of benefit also must be included with the Claim. Assigning
your BOTOX® Savings Program benefit to your healthcare provider is not required
to participate in the program.




Botox Tricare

° PA needed for office visit with o PA needed for dispensing pharmacy
provider for medication and ° J0585 Botox ( use in units not
injection vials )

° JO585 Botox medication 0 100/200 units

° 64650 Injection code

o US Bioservices for Tricare
° Needed for EACH appointment




