
PRESCRIPTION

AUBAGIO ( )

AVONEX ( ) 30mcg     Pen PFS

Other _____________________   

BETASERON ( )
EXTAVIA vials mg vial

S

M

Other ___________________________________________

COPAXONE (glatiramer acetate) 
GLATOPA (glatiramer acetate) GLATIRAMER ACETATE

Dose: 40mg PFS

ZEPOSIA

  

AMPRYRA

  

KESIMPTA

GILENYA ( ) mg   

OCREVUS ( ) 300mg/10ml vial Pre-Meds
Loading Dose

Maintenance Dose at 6 months
in AIC    at home MAYZENT (siponimod)

PLEGRIDY

   

TECFIDERA

Maintenance:       

 REBIF 
Rebif 22mcg

             
Pen PFS

Rebif 44mcg

             
Pen   PFS

            

ICD-10 Code G35 Other__________________________________      
Relapse Remitting Primary Progressive Secondary Progressive

No
Comments________________________________________________________________________________________________________________________________________________________

(Signature rr requirr red. NO Srr TAMPS)                                               Hand write: brand medically necessary, if neededTT

OTHER

PLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDS

Male   Female

Ship to Patient at  English    Spanish    Other__________________________ 
Allergies __________________________________________________________________            

TCATNOC YRAMIRPENOHPSSERDDAPRACTICE NAME

_____________________________________________________________________________________________________ ____________________________
PRESCRIBER NAME AND NPI#

________________________________ ________________________ ________________________________________________________

MULTIPLE SCLEROSIS REFERRAL FORM
REP
TEL: 945-212-3707  FAX: 866-790-3580NPI #: 1871219683

if you have received this document by mistake, then destroy thi VitalCare of South Dallas or any of its subsidiaries using the contact information provided on this cover sheet.

             

By signing this form and utilizing our services, you are authorizing VitalCare of South Dallas, its subsidiaries and their employees to serve as your prior authorization designated agent in dealing with medical and prescription insurance companies where allowed by law or contract.

Prescriber’s Signature ____________________________________________________ AND                                                                                     Date___________________
Prescriber’s Email_________________________________________________________ Prescriber’s Fax ___________________________________________________________ 

Please visit VITALCARE.COM/LOCATIONS/VITAL-CARE-OF-SOUTH-DALLAS/ for more information

☐Home Infusion

☐Alternate Site of Care

© 2023


