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SECTION A Please answer the following questions 
 

1.  tnega sitirhtra diotamuehr cigoloib ENO NAHT EROM gniviecer eb tneitap eht lliW oN ‮ seY ‮ 
(Enbrel, Kineret, Humira, Remicade, Orencia or Rituxan) AT THE SAME TIME? 

.2 oN  ‮ seY ‮ 
detnarraW toN ‮ 

Where warranted, will the patient be evaluated and screened for the presence of latent 
TB infection prior to initiation of therapy with this drug? 

3. For which indication is this drug being prescribed? (please choose one primary indication) 
(11-4 snoitseuq rewsna esaelp) sitirhtra diotamuehr ereves ot etaredoM ‮  
(11-4 snoitseuq rewsna esaelp) sitirhtra citairosP ‮  
(11-01 snoitseuq rewsna esaelp) sitirhtra diotamuehr evissergorp ,gnicnavda yldipaR ‮  
rewsna esaelp) (ARJ) sitirhtra diotamuehr elinevuj/(AIJ) sitirhtra cihtapoidi elinevuj ereves ot etaredoM ‮ 

question 20) 
 

 (51-21 snoitseuq rewsna esaelp) sitilydnops gnisolyknA ‮ 
 ‮ 

 
Induction or maintenance of remission in patients with moderate to severe Crohn's disease (please 
answer questions 16-17) 

(91-81 snoitseuq rewsna esaelp) sisairosp euqalp ereves ot etaredoM ‮  
rehtO ‮                                                                  

Questions 4-11 apply only if diagnosis is moderate to severe rheumatoid arthritis or psoriatic arthritis 
4. ?gurd siht GNIVIECER YLTNERRUC tneitap eht sI oN ‮ seY ‮ 

.5 oN ‮ seY ‮ 
elbacilppA toN ‮ 

If Yes to the previous question, has drug therapy provided SIGNIFICANT 
IMPROVEMENT in the patient's condition? 

6. ?emit emas eht ta ETAXERTOHTEM DNA GURD SIHT gniviecer eb tneitap eht lliW oN ‮ seY ‮ 
7. GNIVIECER YLTNERRUC tneitap eht si ,noitseuq suoiverp eht ot oN fI oN ‮ seY ‮ 

methotrexate? 
8. etaxertohtem htiw ypareht sah ,etaxertohtem gniviecer yltnerruc ton si tneitap eht fI oN ‮ seY ‮ 

FAILED TO TREAT the patient’s condition? 
9. ?etaxertohtem GNIVIECER ROF ETADIDNAC a tneitap eht sI oN  ‮ seY ‮ 

Please continue on Page 2 
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Your patient's benefit plan requires that we review certain requests for coverage with the prescribing physician. This includes requests for benefit coverage beyond plan specifications. 
Please complete the following questions and then fax this form to the toll free number listed below.  Upon receipt of the completed form, prescription benefit coverage will be 
determined based on the benefit plan's rules.
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Continued from Page 1 
 

10. rehto yreve gm 04 NAHT RETAERG fo esod a ta gurd siht gniviecer eb tneitap eht lliW oN  ‮ seY ‮ 
week (that is, at an increased dose of 40 mg once a week)? 

11. ta gurd siht ot esnopser etauqedani na dah tneitap eht sah ,noitseuq suoiverp eht ot seY fI oN  ‮ seY ‮ 
the dose of 40 mg every OTHER week? 

Questions 12-15 apply only if diagnosis is ankylosing spondylitis 
12. -XOC a ro sDIASN :sgurd GNIWOLLOF EHT FO OWT TSAEL TA deviecer tneitap eht saH oN  ‮ seY ‮

2 inhibitor? 
13. ETAUQEDANI DECNEIREPXE tneitap eht sah ,noitseuq suoiverp eht ot seY fI oN  ‮ seY ‮ 

SYMPTOM RELIEF from AT LEAST TWO NSAIDs and/or COX-2 Inhibitors? 
14. ?rotibihni 2-XOC a ro sDIASN htiw ypareht gurd EVIECER OT ELBANU tneitap eht sI oN  ‮ seY ‮ 
15. rehto yreve gm 04 NAHT RETAERG fo esod a ta gurd siht gniviecer eb tneitap eht lliW oN  ‮ seY ‮ 

week (that is, at an increased dose of 40 mg once a week)? 
Questions 16-17 apply only if diagnosis is induction or maintenance of remission in patients with moderate to 
severe Crohn's Disease 
16. ?gurd siht GNIVIECER YLTNERRUC tneitap siht sI oN  ‮ seY ‮ 
17. fo esod a ta gurd siht gniviecer eb tneitap eht lliw noitseuq suoiverp eht ot seY fI oN  ‮ seY ‮ 

GREATER THAN 40 mg every other week? 
Questions 18-19 apply only if the diagnosis is moderate to severe plaque psoriasis 
18. ?gurd siht GNIVIECER YLTNERRUC tneitap siht sI oN  ‮ seY ‮ 
19. fo esod a ta gurd siht gniviecer eb tneitap eht lliw ,noitseuq suoiverp eht ot seY fI oN  ‮ seY ‮ 

GREATER THAN 40 mg every other week? 
Question 20 applies only if diagnosis is moderate to severe juvenile idiopathic arthritis (JIA)/juvenile rheumatoid 
arthritis (JRA) 
20. rehto yreve gm 04 NAHT RETAERG fo esod a ta gurd siht gniviecer eb tneitap eht lliW oN  ‮ seY ‮ 

week? 
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