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Oncology Enrollment Form 
Fax: 949-340-8008 
Phone: 949-305-0788 
□ Urgent Request 
Rep:     

PATIENT INFORMATION PRESCRIBER INFORMATION 
Please complete the following or send patient demographic sheet 
Patient Name        
Address       
Address 2      
City, State, Zip          
Home Phone  Mobile Phone      
DOB Last Four of SS Gender    
Language Preference         

 
Prescriber Name    
DEA   
NPI      
Address     
City, State, Zip      
Phone Fax    
Contact Person    

Clinical Diagnosis: please fax or email relevant clinical notes, labs, tests, and previous medical history to expedite prior authorization 
Diagnosis / ICD 10: 
 

 
Medications DOSE/QUANTITY/DIRECTION: 

 
 
 
 
 
 
 
 
 
 
 
 
 
Refill#: _____  

□ Abraxane 
□ Affinitor 
□ Albumin 
□ Alecensa 
□ Alimta 
□ Avastin 
□ Braftovi 
□ Calquence 
□ Carboplatin 
□ Cyramza 
□ Docetaxel 
□ Eligard 
□ Engertu 
□ Erbitux 

□ Faslodex 
□ Gemcitabine 
□ Herceptin 
□ Ibrance 
□ Imbruvica 
□ Irinotecan 
□ Jadenu 
□ Jakafi 
□ Keytruda 
□ Lenvima 
□ Longsurf 
□ Lynpraza 
□ Nexavar 
□ Onureg 

□ Opdivo 
□ Oxaliplatin 
□ Pomalyst 
□ Reclast 
□ Revlimid 
□ Rituxan 
□ Sutent 
□ Tagrisso 
□ Tarceva 
□ Temodar 
□ Thalomid 
□ Topotecan 
□ Trodelvy 
□ Tykerb 
□ Vinorelbine 

□ Votrient 
□ Xalkori 
□ Xeloda 
□ Xtandi 
□ Yervoy 
□ Zarxio 
□ Zejula 
□ Zytiga 
□ Other 
 
 
 
 
 
 
 

INJECTABLES SUPPORT DRUGS DOSE/QUANTITY/DIRECTION: 
 
 
 
 
 
 
 
 
 
 
Refill#: _____ 

□ Aranesp 
□ Epogen 
□ Lupron 
□ Neulasta 
□ Neupogen 
□ Nplate 
□ Perjecta 
□ Procrit 
□ Retacrit 
 
 
 

□ Aspirin 
□ Dexamethasone 
□ Emend 
□ Granix 
□ Prednisone 
□ Promacta 
□ Sancuso 
□ Zofran 
 

Ship to: □ Patient □ Office □ Other Date: _ Need by Date _ 
 

* Prescriber Authorization: I authorize this pharmacy and its representatives to act as my authorized agent to secure coverage and initiate the insurance prior authorization process for my patient(s) and to sign any necessary forms on my behalf as my 
authorized agent, including the receipt of any required prior authorizations forms and the receipt and submission of patient tab values and other patient data, in the event that this pharmacy determines that it is unable to fulfill this prescription, I further 
authorize the pharmacy to forward this information and any related materials related to coverage of the product to another pharmacy of the patient’s choice or in the patient’s insurer’s provider network. 
□ Product Substitution permitted □ Dispense as Written 

Prescriber’s Signature: Date:    

CONFIDENTIALITY STATEMENT: This communication is intended for 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 the communication is strictly prohibited. If you have received 
this communication in error, please notify us immediately by telephone. 

 

 


