
PRESCRIBER INFORMATION

PREVIOUS THERAPIES

PRESCRIPTION INFORMATION

Patient:__________________________________________________________  Caregiver: _________________________________________
DOB:_________________________        Male or 
Address:_________________________________________________ City:______________________ State:__________ Zip:______________ 
Primary Phone #:_________________________________  
Email:_____________________________________________________________  

 Female 

 Cell     Alternate Phone #:_________________________________   Cell

Weight:________  kgs or  lbs (check one)     Allergies:________________________

CLINICAL INFORMATION

PATIENT INFORMATION

ONCOLOGY AGENTS

Anticipated Start Date: ___________________________ Prescriber Specialty: ______________________________________________________

Ship to:        Patient          Physician          Clinic          Other:_________________________________________________________________________

Prescriber: ______________________________________________ NPI #: ________________________ Phone #: _______________________

Fax #: ______________________________Contact Name: _____________________________________________________________________

Physician’s Signature: _________________________________________________________________ Date: ____________________________
      DAW, Brand Medically Necessary

DIAGNOSIS DESCRIPTION: _______________________________________________________________ ICD-10 CODE:_________________ 
     Adult Male      Child Male       Adult Female Not of Reproductive Potential      Adult Female of Reproductive Potential 

     Female Child Not of Reproductive Potential      Female Child  of Reproductive Potential

COMPLETE THIS SECTION ONLY IF YOU WOULD LIKE PRAXIS Rx TO INITIATE A PRIOR AUTHORIZATION OR APPEAL ON YOUR BEHALF: 

PRIOR THERAPY REASON FOR DISCONTINUATION OF THERAPY YEAR OF DISCONTINUATION

_______________________________________

_______________________________________

_______________________________________

     Disease Progression

     Finished Therapy
     Toxicity: __________________________________

____________________________

____________________________

____________________________

ORAL ONCOLYTICS
                Sprycel____mg     Gleevec____mg  

    

 Ninlaro____mg QTY: ___________________________________

DOSING & SIG: __________________________

**Authorization #: _________________________

     Sutent____mg       Tasigna____mg      Temodar____mg       Xeloda____mg
     Zolinza____mg

 

 __________________mg

  

SUPPORT DRUGS
     Aranesp:  Vials     Prefilled Syringes       Arixtra ___mg/___ml              Caphosol ___ml QTY: ___________________________________

DOSING & SIG: __________________________     Emend ___mg                        Lovenox ___mg/___ml                            Neulasta___mg/___ml
     Neupogen:      Procrit____units            Sancuso___mg/24hr
     Zofran ___mg                         Zofran ODT ___mg

I authorize PraxisRx and its representatives to act as an agent to initiate/execute the insurance prior authorization process, coordinate and receive patient lab values, 
and coordinate injection training. 

Afinitor____mg

Refill #: _______________________________

Refill #: _______________________________
 Vials     Prefilled Syringes  

Office Address: ___________________________________________________________ City: __________________ State: _____ Zip: _______

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 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 (888) 903-7453 to obtain instructions as to the proper destruction of the transmitted material.

PHONE: 888-903-7453   •  FAX: 888-958-2831  •  www.praxisrx.com
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