Orchard

Specialty Pharmacy Enrollment Form
Phone: 877-437-9012 Fax: 877-309-0687

VA Premier

Health Plan, Inc.

PATIENT INFORMATION CLINICAL INFORMATION
Patient Name: Primary Diagnosis (ICD-9 Code):
Date of Birth: Sex: ss# Description:
Address: Date of Diagnosis or Years with Disease:
City: State: Zip: Patient’s Allergies:
Home Phone: Work Phone:
Cell Phone: E-mail:

Please attach copy of front and back of patient’s prescription ins. card(s) if applicable
Insurance Company Name:

Insurance Company Phone:

Policy holder:

Latex Allergy: [JYES [INO

Policy holder Employer:

Relationship to Patient:

PRESCRIPTION INFORMATION

ID# Group#t

RxBIN: RxPCN:

PRESCRIBER INFORMATION

Physician Name:

Address:

City: State: Zip:
Phonet: Fax#:

DEA# NPI#

License#: Medicaid UPIN#:

Physician Specialty:

X Ship Product to: Physician or Clinic
Office Contact:

Date Shipment Needed:
Shipment Address:

K

Quantity Prescribed:

Refills Authorized: [INR [J1RF [J2RF [13RF [J4RF [I5RF
[16RF [J12RF [Other:

X

City: State: Zip:

If shipped to the physician’s office, physician accepts on behalf of patient
for administration in office.

Physician Signature (no stamps) Date
If physician requests Brand Name only, DAW

MUST be HANDWRITTEN in the following space provided: [:

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, and proprietary or exempt from disclosure under applicable law. If it is received
by anyone other than the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtains instructions as to disposal of the transmitted material. In no event should
such material be read or retained bv anvone other than the named addressee. except bv express authoritv of the sender to the named addressee. Orchard Pharmaceutical Services. Inc. 050812



