
RA Therapy Referral 
Fax to 866-406-4215
Customer Service: 866-406-4209

Medical 
Assessment

Prescription

Prescriber 
Certifi cation

I certify that the above therapy is medically necessary and that the information above is accurate to the best of my knowledge.

Prescriber Signature Required Date

Print Prescriber Name

Form Faxed By UPIN 

Address  DEA #

City  State    ZIP Code

Phone w/area code  Fax w/area code

Diagnosis  

Allergies  

To be valid, 
prescription must 
be faxed from 
a prescriber’s 
offi ce.

Facsimile not 
valid for C-II
prescriptions.

Enbrel®

 Enbrel 25 mg Kit (4 vials)
 Enbrel 50 mg Prefi lled Kit
 (4 syringes) 
 Enbrel 50 mg SureClick™

 Autoinjector Kit (4 syringes) 

Adult Directions:
 25 mg SC injection twice a week
 Two 25 mg (50 mg) SC injections  
 once a week 
 50 mg SC injection once a week

Pediatric Directions: (4 to 17 years) 
 31 kg (68 lbs) or more: 
 0.8 mg/kg/wk given as two injections 
 Less than 31 kg (68 lbs): 
 0.8 mg/kg/wk given as one injection

Weight (kg)

Days Supply

Refi lls X

Kineret®

 Kineret 100 mg Prefi lled Kit 
 (28 syringes) 

Directions:

 100 mg SC injection daily 



Humira®

 Humira 40 mg Prefi lled Kit 
 (2 syringes)

 Humira Pen 40 mg Prefi lled Kit 
 (2 pens)

Directions:

 40 mg SC injection once a week

 40 mg SC injection every other week 



Patient
Information

Name  

Address 

City  State  ZIP Code

DOB

Home Phone w/area code  Work Phone w/area code

Please type or
print clearly.

Insurance
Information

Primary Insurer

Cardholder 

DOB   

Cardholder ID #  Group #  

RxCard ID # RxBin #   RxGroup #

Phone w/area code  Fax w/area code

  Work Phone

  Fax 

Form Faxed By UPIN 

Address  DEA #

City  State    ZIP Code

 Fax 

City  State  ZIP Code

City  State    ZIP Code

Days Supply

Refi lls X

Days Supply

Refi lls X

CONFIDENTIAL HEALTH INFORMATION: Healthcare information is personal information related to a person’s healthcare. It is being faxed to you after appropriate authorization or under circumstances that don’t require 
authorization. You are obligated to maintain it in a safe, secure, and confi dential manner. Redisclosure of this information is prohibited unless permitted by law or appropriate customer/patient authorization is obtained. 
Unauthorized redisclosure or failure to maintain confi dentiality could subject you to penalties described in federal and state laws.

IMPORTANT WARNING: This message is intended for the use of the person or entity to whom it is addressed and may contain information that is privileged and confi dential, the disclosure of which is governed by 
applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible for delivering it to the intended recipient, you are hereby notifi ed that any dissemination, distribution, or 
copying of this information is STRICTLY PROHIBITED. If you have received this message in error, please notify us immediately.

Drug names are the property of their respective owners.

 Major 
 Medical
 Rx Benefi t

Please attach a 
copy of card(s) 
if possible.

Please 
acknowledge 
receipt of this 
fax.



©2007 Walgreen Co. All rights reserved.    SP4405M-0107-MDCA

City  State  ZIP Code

Diagnosis  Diagnosis  714.0 Rheumatoid Arthritis  714.30 Juvenile Rheumatoid Arthritis 

Cardholder ID #  Group #  

RxCard ID # RxBin #   RxGroup #RxCard ID # RxBin #   RxGroup #


