
Nurse/Key Contact Phone/Pager

  Patient Information
Last Name First Name DOB

Address

City State ZIP

Insurance Plan Plan ID #

Sex Weight (kg) Height (ft,in) Male     Female

Prescriber InformationPLEASE FAX INSURANCE CARD (FRONT AND BACK)

Practice/Facility Name

Address

City State ZIP

Prescriber Name

Prescriber NPI

Fax Email

Phone SSN

Allergies Latex Allergy                                

  Diagnosis/Clinical Information PLEASE FAX CLINICAL AND LAB INFORMATION

Diagnosis:        L20._____ Atopic Dermatitis              L40.0 Psoriasis vulgaris/Plaque psoriasis/Nummular psoriasis              L40.8 Other psoriasis

   L40.9 Psoriasis, unspecified              L40.5____ Psoriatic arthritis              L73.2 Hidradenitis Suppurativa                 Other: ___________________________________

Date of diagnosis or years with the disease: _________________________    

Active TB is ruled out:             Yes                No              Date of negative TB test: _______/_______/_________

Concomitant medications: ________________________________________________________________________________________________________________________________

Previous treatment regimens with dates and reason for discontinuation: __________________________________________________________________________________________

  Prescription Information
MEDICATION DOSE/STRENGTH/DIRECTIONS FOR USE QTY REFILLS

       Cimzia®

         PFS
         Vials

        
        6 x 200mg/ml 0

   
        Psoriatic Arthritis (maintenance dose): Inject 200mg every other week         ______

       Cosentyx®

        Sensoready Pen
        PFS

        Psoriatic Arthritis (starter dose): Inject 150mg SC once weekly at weeks 0, 1, 2 and 3

        Plaque psoriasis (starter dose): Inject 300mg SC once weekly at weeks 0, 1, 2 and 3

        4 x 150mg/ml

        8 x 150mg/ml
0

        Psoriatic Arthritis (maintenance dose):Inject 150mg SC on week 4 and every 4 weeks thereafter

        Plaque psoriasis (maintenance dose): Inject 300mg SC on week 4 and every 4 weeks thereafter

        1 x 150mg/ml

        2 x 150mg/ml
______

       Dupixent®
       PFS

        Starter dose: Inject 600mg SC on day 1, followed by 300mg SC at day 15 and
        every 2 weeks thereafter

        4 x 300mg/2ml 0

        Maintenance dose: Inject 300mg SC every 2 weeks     2 x 300mg/2ml ______

       Enbrel®
       Adult

         SureClick Autoinjector
         PFS         Enbrel® Mini

        Plaque psoriasis (starter dose):Inject 50mg SC twice a week (72-96 hours apart) for 3 months         8 x 50mg/ml 2

        Maintenance dose: Inject 50mg SC every week         4 x 50mg/ml ______

       Enbrel®
       Pediatric ≥4yo 

        Weight ________kg

         Vials
         PFS         Inject ______mg (0.8mg/kg) SC every week (<63 kg)         _______ x 25mg ______

         SureClick Autoinjector
         PFS         Enbrel® Mini         Inject 50mg SC every week (≥63kg)         4 x 50mg ______

       Humira® 
 

         Pens
         PFS

        Plaque psoriasis (starter dose): Inject 80mg SC day 1, then 40mg SC on day 8, then 40mg
    every 2 weeks

       
 Hidradenitis Suppurativa (starter dose): Inject 160mg SC on day 1, then 80mg on day 15       

        then 40mg SC on day 29 and every week thereafter

        4 x 40mg/0.8ml

        6 x 40mg/0.8ml
0

In order for a brand name product to be dispensed, the prescriber must handwrite “Brand Necessary” or “Brand Medically Necessary,” or your state-specific required language to prohibit substitution: 

PRESCRIBER MUST MANUALLY SIGN - STAMP SIGNATURE, SIGNATURE BY OTHER PERSONNEL AND COMPUTER-GENERATED SIGNATURES WILL NOT BE ACCEPTED

PRODUCT SUBSTITUTION PERMITTED/Brand exchange permitted    (date) DISPENSE AS WRITTEN/Do Not Substitute (date)
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 at the address and telephone number set forth herein and obtain instructions as to proper destruction of the transmitted 
material. Thank you.

DERMATOLOGY 
REFERRAL FORM

Phone (888) 370.1724   Fax (877) 645.7514 
10004 S. 152nd St, Suite A, Omaha NE 68138A-H

 Yes       No

Humira®
Induction Dose  
(Citrate-Free)

Pens
PFS

  Plaque psoriasis (starter dose): Inject 80mg SC day 1, then 40mg SC on day 8, then 40mg

  every 2 weeks 

  Hidradenitis Suppurativa (starter dose): Inject 160mg SC on day 1, 80mg on day 15, then
  40mg SC on day 29 and every week thereafter 

1 KIT of 1 x 
80mg/0.8mL,  
2 x 40mg/0.4mL

1 KIT of 3 x  
80mg/0.8mL

0

0

Humira®
MAINTENANCE
DOSE

40mg/0.8mL Pen
40mg/0.8mL PFS
40mg/0.4mL Pen (Citrate-free) 
40mg/0.4mL PFS (Citrate-free)     

Plaque Psoriasis (maintenance dose) Inject 40mg SC EVERY OTHER week 

Hidradenitis Suppurativa (maintenance dose) Inject 40mg SC EVERY week 

Other: 

#2

#4

# 

 Psoriatic Arthritis (starter dose): Inject 400mg SC at weeks 0, 2 and 4 4 x 200mg/ml

Induction Dose  
(original formulation)

Plaque psoriasis (starter dose): Inject 400mg SC at weeks 0, 2 and 4 

Plaque psoriasis (maintenance dose): Inject 400mg every other week  

     OR for patients ≤90 kg, Inject 200 mg every other week thereafter may be considered
2 x 200mg/ml

4 x 200mg/ml

OR Inject 400mg every 4 weeks

Amber Enterprises, Inc., dba Amber Specialty Pharmacy © 2018



Nurse/Key Contact Phone/Pager

  Patient Information
Last Name First Name DOB

Address

City State ZIP

Insurance Plan Plan ID #

Sex Weight (kg) Height (ft,in) Male     Female

Prescriber InformationPLEASE FAX INSURANCE CARD (FRONT AND BACK)

Practice/Facility Name

Address

City State ZIP

Prescriber Name

Prescriber NPI

Fax Email

Phone SSN

Allergies Latex Allergy     

  Diagnosis/Clinical Information PLEASE FAX CLINICAL AND LAB INFORMATION

Diagnosis:        L20._____ Atopic Dermatitis              L40.0 Psoriasis vulgaris/Plaque psoriasis/Nummular psoriasis              L40.8 Other psoriasis

   L40.9 Psoriasis, unspecified              L40.5____ Psoriatic arthritis              L73.2 Hidradenitis Suppurativa                 Other: ___________________________________

Date of diagnosis or years with the disease: _________________________    

Active TB is ruled out:             Yes                No              Date of negative TB test: _______/_______/_________

Concomitant medications: ________________________________________________________________________________________________________________________________

Previous treatment regimens with dates and reason for discontinuation: __________________________________________________________________________________________ 

In order for a brand name product to be dispensed, the prescriber must handwrite “Brand Necessary” or “Brand Medically Necessary,” or your state-specific required language to prohibit substitution: 

PRESCRIBER MUST MANUALLY SIGN - STAMP SIGNATURE, SIGNATURE BY OTHER PERSONNEL AND COMPUTER-GENERATED SIGNATURES WILL NOT BE ACCEPTED

PRODUCT SUBSTITUTION PERMITTED/Brand exchange permitted    (date) DISPENSE AS WRITTEN/Do Not Substitute (date)
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 at the address and telephone number set forth herein and obtain instructions as to proper destruction of the transmitted 
material. Thank you.

Amber Enterprises, Inc., dba Amber Specialty Pharmacy © 2018

DERMATOLOGY 
REFERRAL FORM O-Z

  Prescription Information

       Remicade® 

       Weight _______kg

Biosimilars:  

              Inflectra®
            Renflexis®

Vial

        Starter dose: 5mg/kg (__________mg) IV at weeks 0, 2 and 6          QS 0

        Maintenance dose: 5mg/kg(__________mg) IV every 8 weeks        56 day ______

       Siliq®

PFS

        Starter dose: Inject 210mg SC on weeks 0, 1 and 2, inject 210mg SC every 2 weeks 
        thereafter

  4 x 210mg/1.5ml 0

        Maintenance dose: Inject 210mg SC every 2 weeks         2 x 210mg/1.5ml ______

       Simponi®         SmartJect Autoinjector
        PFS         Inject 50mg SC once a month         1 x 50mg/0.5ml ______

       Stelara® 

       Weight _______kg PFS

        Starter dose: Inject 45mg SC on Day 1 (≤100 kg)

        Starter dose:  Inject 90mg SC on Day 1 (>100 kg)

        1 x 45mg/0.5ml

        1 x 90mg/ml
0

        Maintenance dose: Inject 45mg SC on Day 29 and every 12 weeks thereafter (≤100 kg)

        Maintenance dose: Inject 90mg SC on Day 29 and every 12 weeks thereafter (>100 kg)

        1 x 45mg/0.5ml

        1 x 90mg/ml
______

       Taltz®          Autoinjector
         PFS         Starter dose: Inject 160mg (2 x 80mg) SC at week 0, then inject 80mg SC at week 2         3 x 80mg/ml 0

         Autoinjector
         PFS         Starter dose: Inject 80mg SC at week 4 and every 2 weeks thereafter through week 10         4 x 80mg/ml 0

         Autoinjector
         PFS         Maintenance dose: Inject 80mg SC at week 12 and every 4 weeks thereafter         1 x 80mg/ml ______

       Tremfya®

PFS

        Starter dose: Inject 100mg SC at week 0, then 100mg at week 4 and every 8 weeks 
        thereafter

        2 x 100mg/ml 0

        Maintenance dose: Inject 100mg SC every 8 weeks         1 x 100mg/ml ______

 Yes       No

MEDICATION DOSE/STRENGTH/DIRECTIONS FOR USE QTY REFILLS

Otezla® 28-day starter pack

Tablets 

      Titration dose: Take as directed per package instructions

      Bridge dose: Take 30mg by mouth once daily

      Bridge dose: Take 30mg by mouth twice daily

      Maintenance dose: Take 30mg by mouth once daily

      Maintenance dose: Take 30mg by mouth twice daily

55 tablets 0

28

30-day supply

Phone (888) 370.1724   Fax (877) 645.7514 
10004 S. 152nd St, Suite A, Omaha NE 68138


	Text Field 26: 
	Text Field 2: 
	Text Field 3: 
	Text Field 4: 
	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: 
	Check Box 2: Off
	Check Box 3: Off
	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: 
	Check Box 1028: Off
	Check Box 1036: Off
	Check Box 1027: Off
	Check Box 44: Off
	Text Field 36: 
	Check Box 1030: Off
	Check Box 1031: Off
	Check Box 1032: Off
	Check Box 1033: Off
	Check Box 1034: Off
	Check Box 1035: Off
	Check Box 4: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 8: 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 18: Off
	Check Box 19: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 37: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Text Field 35: 
	Check Box 1029: Off
	Check Box 1037: Off
	Check Box 1038: Off
	Check Box 1039: Off
	Check Box 1040: Off
	Check Box 1041: Off
	Text Field 38: 
	Text Field 39: 
	Text Field 104: 
	Text Field 105: 
	Text Field 106: 
	Text Field 40: 
	Text Field 41: 
	Text Field 43: 
	Text Field 44: 
	Text Field 45: 
	Text Field 46: 
	Text Field 47: 
	Text Field 48: 
	Check Box 59: Off
	Check Box 60: Off
	Text Field 54: 
	Text Field 55: 
	Check Box 65: Off
	Check Box 66: Off
	Check Box 1042: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	Check Box 70: Off
	Check Box 71: Off
	Check Box 72: Off
	Check Box 1043: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	Check Box 77: Off
	Check Box 78: Off
	Check Box 79: Off
	Text Field 56: 
	Check Box 80: Off
	Check Box 81: Off
	Check Box 82: Off
	Text Field 57: 
	Text Field 58: 
	Text Field 59: 
	Text Field 60: 
	Check Box 83: Off
	Check Box 85: Off
	Check Box 20: Off
	Check Box 38: Off
	Check Box 84: Off
	Check Box 86: Off
	Check Box 87: Off
	Text Field 100: 
	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: 
	Check Box 88: Off
	Check Box 89: Off
	Text Field 75: 
	Text Field 76: 
	Text Field 77: 
	Text Field 78: 
	Text Field 79: 
	Text Field 80: 
	Text Field 81: 
	Text Field 82: 
	Text Field 83: 
	Text Field 84: 
	Check Box 1079: Off
	Check Box 1078: Off
	Check Box 1044: Off
	Check Box 1045: Off
	Check Box 1046: Off
	Check Box 1047: Off
	Check Box 1048: Off
	Check Box 1049: Off
	Check Box 1050: Off
	Text Field 85: 
	Text Field 86: 
	Text Field 107: 
	Text Field 108: 
	Text Field 109: 
	Text Field 87: 
	Text Field 88: 
	Check Box 1051: Off
	Check Box 1052: Off
	Check Box 1053: Off
	Check Box 1054: Off
	Check Box 1055: Off
	Check Box 1056: Off
	Check Box 101: Off
	Check Box 102: Off
	Check Box 103: Off
	Check Box 104: Off
	Check Box 105: Off
	Check Box 106: Off
	Check Box 107: Off
	Check Box 108: Off
	Check Box 109: Off
	Check Box 1010: Off
	Check Box 1011: Off
	Check Box 1012: Off
	Check Box 1014: Off
	Check Box 1015: Off
	Check Box 1016: Off
	Check Box 1017: Off
	Check Box 1020: Off
	Check Box 1021: Off
	Check Box 1023: Off
	Check Box 1025: Off
	Check Box 1026: Off
	Check Box 1057: Off
	Check Box 1058: Off
	Check Box 1059: Off
	Check Box 1060: Off
	Check Box 1061: Off
	Check Box 1062: Off
	Check Box 1063: Off
	Check Box 1064: Off
	Check Box 1065: Off
	Check Box 1066: Off
	Check Box 1067: Off
	Check Box 1068: Off
	Text Field 89: 
	Text Field 90: 
	Text Field 91: 
	Text Field 92: 
	Text Field 93: 
	Text Field 94: 
	Text Field 95: 
	Text Field 96: 
	Check Box 90: Off
	Check Box 91: Off
	Text Field 97: 
	Check Box 1018: Off
	Check Box 1013: Off
	Check Box 1069: Off
	Check Box 1070: Off
	Check Box 1071: Off
	Text Field 98: 
	Check Box 1072: Off
	Check Box 1019: Off
	Check Box 1022: Off
	Check Box 1024: Off
	Check Box 1073: Off
	Check Box 1074: Off
	Check Box 1075: Off
	Check Box 1076: Off
	Check Box 1077: Off
	Text Field 99: 


