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A Commitment to Care

Dermatology Referral Form
357 Flatbush Ave «

Ph (718) 230-3535 e

Brooklyn, NY 11238

Fax (718) 230-0596 - Alt Fax (718) 230-0390

Q Patient's Home

Q Provider's Office

Q Other:

Patient Name (First): Last: M: DOB (mm/ddlyy): Sex: Primary Language:
am ar
Patient Address: (include apt. #) City: State: Zip:
Primary Phone: Alternate Phone: Allergies: Height: Qin Ucm
Weight: Qlbs  QOkgs
Primary Insurance Name: Insured’s SSN: Patient ID#:
Rx BIN#: Rx PCN#: Rx Group#:
Physician Name: Specialty: Contact Name:
Physician Address: Phone #: Secure Fax #:
Physician DEA # : Physician NPI #: License #: Tax ID #:
Diagnosis/ICD-10: Other Clinical Information:
Q Psoriatic Arhtirits (L40.5) = TB test performed? O Yes O No (ﬁ.l O
4 Plaque Psoriasis (L40.0) Date of negative test: ) { ) (
4 Chronic Idiopathic Urticaria (L50.1) = HBV ruled out? 4 Yes O No o~ ‘w -
a Other: = If no, has treatment been initiated? J RS | \ \
Q Yes O No "%- i r: (
Date of diagonsis: = Failed NSAIDs: /,/ \ { /) \\
| . ol | | \
DMARDS: Tried & Failed (Duration): Not Tolerated: Contraindication: X ’ \‘\ ] A \
Q Methotrexate Q¢ ) o 1 N g fle ) 1\ &
O Soriatane o ) o \ h / |
O Cyclosporine 0 ( ) ] ) | g |
Q o ) o (‘) \H
\ [ \ |
Topical Agents: Tried & Failed (Duration): Not Tolerated: Contraindication: \ / Vol
Q Clobetasol =N ) = ) L | §
Q4 Hydrocortisone Qa( ) [m] R <UL
Q a( ) a .
- - - —— - P T — Location:
Phototherapy: Tried & Failed (Duration): Not Tolerated: Contraindication:
a UVA/UVB a( ) a O Hands QFeet QO Scalp
O Patient cannot afford 0 Photosensitivity O Risk of skin cancer O Distance from office Q Groin 0 Nails
Specialty Drugs: Tried & Failed (Duration): Not Tolerated: Contraindication: Q Other:
Q Humira Q( ) m]
U Enbrel Q( ) - BSA (% is required): %
Q Q( ) a
Medication Dose/Strength Directions Quantity | Refills
Q SureClick® Pen Q Inject 50 mg SQ ONCE a week Qa4
QO ENBREL® U Pre-filled Syringe U Inject 50 mg SQ TWICE a week 72-96 hours apart Qs
4 Vials O Inject 25 mg SQ TWICE a week 72-96 hours apart
Q Psoriasis Starter Kit Q Initial: Inject 80 mg SQ on day 1, 40 mg on day 7, then 40 mg every OTHER week Q2
Q HUMIRA® Qa Pen U Maintenance: Inject 40 mg SQ every week Q4
4 Pre-filled Syringe U Maintenance: Inject 40 mg SQ every OTHER week
U Titration Starter Pack U Take as directed *Only select for Titration Starter Pack* g g; :2{;2
Q OTEZLA® 4 Bridge Dose Pack Q Take 30 mg PO ONCE daily O 30 tabs
U Tablets U Take 30 mg PO TWICE daily
0 60 tabs
» | O SmartJect® Pen .
Q SIMPONI Q Pre-filled Syringe Q Inject 50 mg SQ ONCE monthly 0 1 dose
o | @45 mg/0.5 mL PFS Q Initial: Inject contents of 1 PFS SQ on day 0 and day 28 Q1 PFS
U STELARA d 90 mg/mL PFS U Maintenance: Inject contents of 1 PFS SQ every 12 weeks
4 Other

PRESCRIBER SIGNATURE:

DATE:

CONFIDENTIALITY STATEMENT: This communication is intended for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential and exempt from
disclosure under applicable law. If the reader of this communication is not the intended recipient or the employee or agent responsible for delivery of the communication, you are hereby notified that any
dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please notify us immediately by telephone.
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