(& ASP CARES

MAIN POINT OF CONTACT Osteoarthritis Injection Training: ] mD office
Name: Ph: (214) 919-2090 or (877) 753-6878 O Pharmacy to Arrange
Phone: Fax: 1 (888) 294-9434 Ship To : [ patient Home [ mD Office

PATIENT INFORMATION (Use this area or attach patient demographics)

Name: Phone: Phone 2:

Home Address: City: State: Zip Code:

DOB: SSN: Sex: [0 Male [ Female Height: Weight: Ibs.
Emergency Contact: Phone:

Primary Insurance: Secondary Insurance:

ID#: RxBin: ID#: RxBin:

RxGroup: Pcn: RxGroup: Pcn:

PATIENT EVALUATION:

Does patient have a complete collapse of the joint space or bone loss? OYes O No
Does patient have skin diseases or infection in or around the affected joint? O Yes O No
If patient has tried simple analgesics, please name and include strength and duration:
Has patient received previous course of treatment with dyaluronidase? OvYes ONo

If Yes, how long ago? months
Did patient experience pain relief? OYes O No
Does patient have extensive inflammation with joint effusion or an inflammatory flare? OYes O No
Has patient been treated with simple analgesics in the past? O vYes O No
Unilateral or bilateral treatment? [ Unilateral [ Bilateral

Patient Weight: Okg Olbs
Concomitant Medications:
Allergies:
MEDICATION INFORMATION:
Medication Strength Directions Qty. Refills
O Orthovisc O 30me/2rml Svri Inject contents of prefilled syringe intra-articulary once a
O Include one 20G 1.5 mg/2ml Syringe week for weeks
needle per syringe —
0 Mono Visc . ) L i .
O Include one 20G 1.5” | 1 88mg/4ml Inject contents of prefilled syringe intra-articularly one time
needle per syringe/vial
O Euflexxa . - Inject contents of prefilled syringe intra-articularly once a
O include one 20G 1.5” O 20mg/2ml Prefilled Syringe week for 3 weeks
needle per syringe
O Supartz . : Inject contents of prefilled syringe intra-articularly once a
O Include one 23G 1.5” 0 25mg/2.5ml Prefilled Syringe

> week for 5 weeks
needle per syringe

[ Synvisc One . )
O Ynclude one 20G 1.5” [0 48mg/6ml Prefilled Syringe | Inject contents of prefilled syringe intra-articularly one time

needle per syringe

O Synvisc ) i
O Include one 20G 1.5” | H 16mg/2ml Prefilled Syringe

needle per syringe

Inject contents of prefilled syringe intra-articularly once a
week for 3 weeks

| ALL controlled substance quantities must be hand written in number and letter form |

Prescriber Name: NPI#:

Address: City: State: Zip Code:
Phone: Fax:

*Prescriber Signature: 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 strictg/ 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.

Please fax completed form to 1 (888) 294-9434



