Send Electronic Prescriptions (EScript) to:

NPI # 1962891762

ASP Cares

13988 Diplomat Dr, Ste. 100B, Farmers Branch, TX, 75234
Ph: (214) 919-2090

Fax: 1 (888) 294-9434

WOUND CARE ENROLLMENT FORM

Rep Name:

PATIENT INFORMATION
Patient Name:

Date of Birth:
Address:

Gender:OMOF

State:
Alternate Phone #:

City:
Home Phone #:

Ship to: [ Patient [J Other:
Are any of the wounds a burn? [ Yes [0 No

Zip:

PATIENT INSURANCE INFORMATION
PHARMACY BENEFIT PLAN (PBM)

PBM Name:

Policyholder Name:

Relationship to Patient:

PBM Phone #:
Policy or RID #: Group #:
Rx BIN #: PCN #:

PATIENT DIAGNOSIS

Diagnosis-Code:

Please list any known allergies to medication or other substances:

PRESCRIBER INFORMATION
Clinic Name:

Clinic Phone: Clinic Fax:

Clinic Address:

Wound care plan: Wound Location:
Wound #1: OO0 cm X cm O

Wound #2: OO0 cm X cm 0

Wound #3: cm X cm O

Wound #4: OO cm X cm O

Wound #5: OO0 cm X cm O

Wound #6: [0 cm X cm =

Wound #7: O cm X cm m

Wound #8: O cm X cm

Other: O

PRESCRIPTION INFORMATION
SANTYL OINTMENT

Drug: [ Collagenase SANTYL Ointment (250 units/g): [0 30g [ 90g

Date:

REGRANEX GEL

Drug: [0 Regranex Gel: 0.01%

Prescriber’s Signature(NO STAMPS):

Quantity: O Dispense qty sufficient for [0 30 days [ 90 days Quantity: [ Dispense qty sufficient for days
Refills: Refills:
Sig:  Apply to wound once daily (or more frequently if the Sig:
dressing becomes soiled for days
Additional Drug(s) Needed: (if any)
Drug: Qty: Sig:
PROVIDER SIGNATURE [ May substitute [ May NOT substitute

Date of Signature:

IMPORTANCE NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, privileged, proprietary or exempt from disclosure
under applicable laws. If you are not the named addressee, you should not disseminate, distribute, or copy this fax. Please notify the sender immediately if you have received this
document in error and then destroy this document immediately. Medicare and Medicaid or another state funded program will not cover above mentioned compounds.

Co-payments due at dispensing of the medication

PLEASE FAX COMPLETED FORM TO: 1 (888) 294-9434


GWS-CODEFE



