
Revlimid® - Thalomid® - Pomalyst® Oral Oncology Rx Order Form

Pharmacy  877.227.3405                                           Fax 877.542.2731                                             CareMedSP.com

Prescription will be filled with generic unless prescriber writes “DAW” (dispense as written) in the box

Primary Dx: _____________________________________________ Dx Date (needed for funding): __________________ ICD-9/10:________________
Secondary Dx: __________________________________________ Dx Date (needed for funding): __________________ ICD-9/10:________________

Diagnosis Information

Prescriber name: _______________________________________________________________  Contact: ______________________________________
Email: __________________________________________________ Street: ______________________________________  City:____________________
State: ___________________  Zip: ____________________Ph: ______________________  Fax: ____________________  NPI #:___________________
Tax ID # (needed for funding):  _______________________ Prescriber Signature (required by law): ___________________________Date:__________                      

Physician Information

Ship to: q Physician’s Office  q Patient’s Home   q Other  ____________________________________________ Date Required: _______________
Shipping Instructions

Patient Name:  _____________________ Date of Birth: ______________  Sex:  q M  q F   Last 4 Digits of SSN: ______________________
Address: ______________________________________________City: _____________________________ State:_________ Zip:_____________
Home Ph:________________________ Cell Ph: ______________________Email:  __________________________________________________
Patient Weight: _____lbs  Patient Height: ________ Date Taken: _________________Allergies:  ______ ________________________________
_____

Patient Information (REQUIRED) Date:  _____________________________

Prior Therapy Type:       q Velcade  q Cyclophosphamide  q Thalomid  q Revlimid   q Other ______________________________________

Oral Medication Available Strengths (please check) Directions Quantity Blister Pack

Revlimid® q 2.5mg q 5mg q 10mg q 15mg q 20mg q 25mg q yes  q no 

Dexamethasone q 4mg q yes  q no

Aspirin (enteric-coated) q 81mg q yes  q no

Thalomid® q 50mg q 100mg q 150mg q 200mg

Dexamethasone q 4mg q yes  q no

Pomalyst® q 1mg q 2mg q 3mg q 4mg q yes  q no

Ninlaro® q 2.3mg q 3mg q 4mg

Physician Authorization#: _______________________ Date: ________
Pharmacy Confirmation#: _______________________ Date: ________

q RevlimidREMSTM  q ThalomidREMSTM    q PomalystREMSTM

Clinical/Prescription information
q Adult Female - NOT of Reproductive Potential
q Adult Female - Reproductive Potential
q Adult Male
q Child Female - NOT of Reproductive Potential
q Child Female - Reproductive Potential
q Child Male

Patient Risk Category

Rx Prescription

CM-814 3.22

877.542.2731Fax
Pharmacy 877.227.3405Faxed prescriptions can only be accepted from a prescribing practitioner.  

e-prescribe - NPI# 1659380772 or NCPDP# 3306986

PBM Name: __________________________________________________Rx BIN#: ____________________PCN#:  ________________________
Rx Group#: __________________________________________________Member ID#: _______________________________________________

Pharmacy Benefit Manager (REQUIRED) Please provide copies of both sides of the patient’s card

Primary: ____________________________________ Policy Holder: __________________________Policy # _____________ Ph:___________
Address: ________________________________________________  City: _______________________State: ______________  Zip:___________
Secondary: _________________________________ Policy Holder: __________________________Policy # _____________ Ph:___________
Address: ________________________________________________  City: _______________________State: ______________  Zip:___________

Medical/Health Insurance Info. (REQUIRED) Please provide copies of both sides of the patient’s card

________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Current Medication List


	Text Field 1: 
	Text Field 2: 
	Text Field 3: 
	Text Field 5: 
	Text Field 6: 
	Text Field 7: 
	Text Field 8: 
	Text Field 9: 
	Text Field 10: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 16: 
	Text Field 17: 
	Text Field 18: 
	Text Field 19: 
	Text Field 20: 
	Text Field 21: 
	Text Field 22: 
	Text Field 23: 
	Text Field 24: 
	Text Field 25: 
	Text Field 26: 
	Text Field 27: 
	Text Field 28: 
	Text Field 29: 
	Text Field 30: 
	Text Field 31: 
	Text Field 32: 
	Text Field 35: 
	Text Field 33: 
	Text Field 38: 
	Text Field 39: 
	Text Field 41: 
	Text Field 40: 
	Text Field 42: 
	Text Field 43: 
	Text Field 50: 
	Text Field 51: 
	Text Field 52: 
	Text Field 53: 
	Text Field 54: 
	Text Field 55: 
	Text Field 56: 
	Text Field 44: 
	Text Field 45: 
	Text Field 46: 
	Text Field 47: 
	Text Field 48: 
	Text Field 49: 
	Text Field 57: 
	Text Field 60: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 76: 
	Text Field 70: 
	Text Field 71: 
	Text Field 72: 
	Text Field 73: 
	Text Field 77: 
	Text Field 78: 
	Text Field 74: 
	Text Field 75: 
	Text Field 58: 
	Text Field 61: 
	Text Field 59: 
	Text Field 62: 
	Text Field 34: 
	Text Field 36: 
	Text Field 37: 
	Text Field 4: 
	Check Box 1: Off
	Check Box 3: Off
	Check Box 8: Off
	Check Box 18: Off
	Check Box 25: Off
	Check Box 29: Off
	Check Box 33: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 19: Off
	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Off
	Check Box 9: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 2: Off


