Phone: 833-569-1005 | Fax: 430-200-4889 | Online: deliver.myforcura.com
REMICADE / SIMPONI ARIA / STELARA / TREMFYA ENROLLMENT FORM

Account manager:

CLINICAL
SPECIALTY
INFUSIONS

Contact info:
3< AZ: Please detach before submitting to a pharmacy.

PATIENT INFORMATION

Patient Name: Caregiver (if applicable):

Address: City: State: | Zip:
Main Phone: Alternate Phone: | Email: |Last 4 of SSN (required):
Date of Birth: DMaIe orDFemaIe Height (required): Dcm orDinches Weight(required):_ljlb or|:|kg

CLINICAL INFORMATION

Primary ICD-10 Code: Is patient currently on therapy? D Yes D No | Previous tried/failed therapies: Allergies:
REQUIRED (ALL): Has the patient tested NEGATIVE for TB? ] Yes[ | No [ | Pending Result: Test Date:
REQUIRED (Infliximab, Simponi Aria, Tremfya): Has the patient tested NEGATIVE for Hep B infection? |:| Yes |:| No I:‘ Pending Result: Test Date:

Please include face sheet, copy of insurance cards (front and back), H&P, clinicals and any available lab results.

PRESCRIPTION AND OR S

(Plaque Psoriasis
and Psoriatic

I:, Adults:

100 mg SUBQ at 0 & 4 weeks

|:| Adults: 100 mg SUBQ every 8 weeks

D Other:

I:, 8-week supply for maintenance

|:| Other:

[Jinfliximab Induction: Maintenance: [] 3 doses for induction x1year unless not-
(Remicade, [J 5 mg/kg IV at 0,2 & 6 weeks [J ——_mg/kg IV every 8 weeks after induction [] 8-week supply for maintenance ed otherwise:
Inflectra, [ other: [ other: [ other: [ —refilis
Renflexis,
Avsola*) *Pharmacy will select infliximab product unless preferred brand is indicated. |:| Preferred brand:
[[]simponi Induction: Maintenance: [] 2 doses for induction x1year unless not-
Aria® [J Adults: 2 mg/kg IV at 0 & 4 weeks [] Adults: 2 mg/kg IV every 8 weeks after induction [[] 8-week supply for maintenance | ©d otherwise:

[] other: [] other: [ other: [ _refills
I:, Stelara® Induction: Maintenance: I:, one dose for induction x 1year unless not-
(Crohn’s [] Adults: <55 kg: 260 mg IV at week 0 [] Adults: 90 mg SUBQ every 8 weeks after [] 8-week supply for maintenance ed otherwise:
disease/ [] Adults: >55 kg - 85 kg: 390 mg IV at week O induction [ —_refills
Ulcerative [] Adults: >85 kg: 520 mg IV at week O [ other:
Colitis) —
|:| Stelara® Induction: Maintenance: |:| one dose for induction x1year unless not-
(Plaque Psoriasis : Adults: 100 kg: 45 mg SUBQ at O & 4 weeks I:, Adults: <100 kg: 45 mg SUBQ every 12 weeks I:, 12-week supply for maintenance | €d otherwise:
aArr]tdhEtS;)riatic ; Adults: >100 kg: 90 mg SUBQ at 0 & 4 weeks |:| Adults: >100 kg: 90 mg SUBQ every 12 weeks |:| ___refills

| | Other: I:, Other:
|:| Tremfya® Induction: Maintenance: |:| 2 doses for induction, no refills x 1year unless not-

ed otherwise:

[0 —_refills

Arthritis)

|:| Tremfya® Induction: Maintenance: |:| 3 doses for induction, no refills x1year unless not-
(Ulcerative I:, Adults: 200 mg IV at O, 4 & 8 weeks I:, Adults: 100 mg SUBQ at week 16, then every 8 weeks OR |:| 8-week supply for maintenance | €d otherwise:
Colitis) |:| Other: |:| Adults: 200 mg SUBQ at week 12, then every 4 weeks |:| 4-week supply for maintenance |:| refills

D Tremfya® Induction: Maintenance: D 3 doses for induction, no refills x 1year unless not-
(Crohn’s [] Adults: 200 mg IV at 0, 4 & 8 weeks [] Adults: 100 mg SUBQ at week 16, then every 8 weeks OR [] 8-week supply for maintenance ed otherwise:
Disease) I:, Adults: 400 mg SUBQ at O, 4 & 8 weeks I:, Adults: 200 mg SUBQ at week 12, then every 4 weeks I:, 4-week supply for maintenance D refills

Medication Specific Infusion and Administration: Infusion rate titrated based on the individual product and patient tolerability. Clinical Pharmacist to adjust rates as clinically indicated.
Nursing refer to prescription label for patient specific infusion rates.

Labs:

Flush Orders (IV infusions ONLY): Flush with 0.9% sodium chloride 5-10 mL pre and post medication and as needed, max per dispense x 60 syringes (refill x 1 year). For CVADs ONLY, may
add Heparin 3-5 mL as final flush to maintain patency as needed; PORT 100 units/mL; PICC 10 units/mL, max per dispense x 30 syringes (refill x 1year).
Supplies: Dispense ancillary supplies, including ambulatory infusion pump (IV infusions ONLY), as needed to provide home infusion therapy.

Adverse/Anaphylactic Reactions, per protocol
(Intravenous): dispense ana-kit x 1 (refill x 1 year)
. Epinephrine 1:1000, 1 mL vial x 1
Diphenhydramine 50 mg/1 mL vial x 1
Diphenhydramine 50 mg tab/cap x 1
0.9% Sodium Chloride 500 mL bag x 1

Adverse/Anaphylactic Reactions,
per protocol (Subcutaneous):

Premedication 30 minutes prior to infusion:
|:| Acetaminophen 500-1000 mg PO, dispense x 1 bottle (refill x 1year)

[] piphenhydramine 25-50 mg PO, dispense x 1 bottle (refill x 1year) Epinephrine autoinjector 0.3 mg
IM as directed PRN for anaphylaxis,

dispense 2pk x 1 (refill x 1year)

Nursing Orders for Home Infusion: Provide skilled nursing for home medication administration as prescribed and per CSI nursing policies. Insert, access, and manage vascular
access devices. Deliver nursing care for therapy duration and educate patient on medication, disease state, adverse reactions, and administration. Monitor patient response and
report adverse events.

PRESCRIBER INFORMATION

Prescriber Name: Practice site name:

Address: City: State: Zip:

NPI: Phone: Fax:

Office contact and special instructions:

Prescriber Authorization: | authorize the pharmacy and its representatives to act as my authorized agent to secure coverage and initiate the insurance prior authorization process for my patient(s), and to sign any necessary forms on my
behalf as my authorized agent, including the receipt of any required prior authorization forms and the receipt and submission of patient lab values and other patient data. In the event that this pharmacy determines that it is unable to
fulfill this prescription, | further authorize this pharmacy to forward this information and any related materials related to coverage of the product to another pharmacy of the patient's choice or in the patient's insurer's provider network.

Prescriber’s Signature: Date:

IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, privileged property or exempt from disclosure under applicable law. If you are not the named Rev. 9/2026

addressee, you should not disseminate, distribute or copy this fax. Please notify the sender immediately if you have received this document in error and then destroy this document immediately.



	Check Box 125: Off
	Check Box 124: Off
	Check Box 123: Off
	Check Box 122: Off
	Check Box 121: Off
	Check Box 120: Off
	Check Box 119: Off
	Check Box 118: Off
	Check Box 117: Off
	Check Box 116: Off
	Check Box 115: Off
	Check Box 114: Off
	Check Box 113: Off
	Check Box 112: Off
	Check Box 111: Off
	Check Box 110: Off
	Check Box 109: Off
	Check Box 108: Off
	Check Box 107: Off
	Check Box 106: Off
	Check Box 105: Off
	Check Box 104: Off
	Check Box 103: Off
	Check Box 102: Off
	Check Box 101: Off
	Check Box 100: Off
	Check Box 99: Off
	Check Box 98: Off
	Check Box 97: Off
	Check Box 96: Off
	Check Box 95: Off
	Check Box 94: Off
	Check Box 93: Off
	Check Box 92: Off
	Check Box 91: Off
	Check Box 90: Off
	Check Box 89: Off
	Check Box 88: Off
	Check Box 87: Off
	Check Box 86: Off
	Check Box 85: Off
	Check Box 84: Off
	Check Box 83: Off
	Check Box 82: Off
	Check Box 81: Off
	Check Box 80: Off
	Check Box 79: Off
	Check Box 78: Off
	Check Box 77: Off
	Check Box 76: Off
	Check Box 75: Off
	Check Box 74: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 54: Off
	Check Box 56: Off
	Check Box 128: Off
	Check Box 127: Off
	Check Box 126: Off
	Check Box 73: Off
	Check Box 136: Off
	Check Box 135: Off
	Check Box 145: Off
	Check Box 134: Off
	Check Box 133: Off
	Check Box 132: Off
	Check Box 131: Off
	Check Box 146: Off
	Check Box 129: Off
	Check Box 144: Off
	Check Box 143: Off
	Check Box 147: Off
	Check Box 149: Off
	Check Box 148: Off
	Check Box 140: Off
	Check Box 139: Off
	Check Box 150: Off
	Check Box 137: Off
	Check Box 67: Off
	Check Box 68: Off
	Text Field 21: 
	Text Field 26: 
	Text Field 33: 
	Text Field 106: 
	Text Field 108: 
	Text Field 34: 
	Text Field 39: 
	Text Field 41: 
	Text Field 38: 
	Text Field 42: 
	Text Field 105: 
	Text Field 107: 
	Text Field 28: 
	Text Field 29: 
	Text Field 109: 
	Text Field 30: 
	Text Field 104: 
	Text Field 22: 
	Text Field 102: 
	Text Field 23: 
	Text Field 103: 
	Text Field 24: 
	Text Field 48: 
	Text Field 50: 
	Text Field 54: 
	Text Field 57: 
	Text Field 58: 
	Text Field 59: 
	Text Field 55: 
	Text Field 56: 
	Text Field 51: 
	Text Field 52: 
	Text Field 53: 
	Text Field 49: 
	Text Field 60: 
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 70: 
	Text Field 71: 
	Text Field 72: 
	Text Field 73: 
	Text Field 74: 
	Text Field 75: 
	Text Field 76: 
	Text Field 77: 
	Text Field 78: 
	Text Field 79: 
	Text Field 80: 
	Text Field 81: 


