MAXORS

Specialty Pharmacy

Osteoporosis Enrollment Form
Patient Referral/Medication Request Form
Phone: 806-324-5447 « Toll Free Phone 1-866-629-6779 « Toll Free Fax: 1-866-217-8034

Patient Information
Patient Name

Date of Birth Male O Female O

Address Apt #

City State Zip

Phone Home

Work Cell
Social Security #
Allergies NKA O
Weight kgO Ib0O

Emergency Contact Name

Phone

Please attach copy of insurance information or

Diagnosis/Medical Information

ICD9 Code:
[J 733.00 Generalized Osteoporosis

[1733.01 Postmenopausal Osteoporosis
[ 733.02 Idiopathic Osteoporosis

[J 733.09 NEC Osteoporosis

O Other (include code)

Diagnosis Description

Date of Initial Diagnosis

DEXA Measurement w/Date

T-Score
Previous Fracture(s) OYes [No
If No, is patient at high risk? [JYes [1No

If Yes, date/site of fracture(s)

Clinical Information

Previous Osteoporosis Therapy OYes [ONo

If yes, date of therapy

If yes, reason for discontinuing

Attach a copy of History/Physical if available.

Medical Assessment

copy of insurance cards (both sides). Prior/Current Medications: Duration:
Shipping Information
O Patient’'s Home O Physician’s Office
O Other
Date Medication Needed
Physician Information
Physician Name
Office Contact Name Pre;crlptlon Information _ o
Medication Strength/Size Directions
Address [ Forteo 600mcg/2.4ml Pen Inject 20mcg/0.8ml) SC once daily
City State Zip ] Pen Needles 31 gauge 5mm Use as directed with Forteo Pen
Phone Fax 0 Reclast 5mg/100ml Infuse 5mg IV over 20 minutes annually
Physician Signature [ Boniva 3mg/3ml Infuse 3mg IV push every 3 months
Date Dispense:
Quantity Refill times

O Dispense as written

O Generic substitution permitted
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