SAMCYPRONE | [=]ps3[=]
REFERRAL FORM |
6725 MESA RIDGE RD. STE 230. SAN DIEGO, CA 92121 E
PHONE: (888) 963-6544  FAX: (858) 281-0045 -
PATIENT INFORMATION
PATIENT NAME: PRIMARY PHONE:
DOB: ADDRESS:
SSN: CITY, STATE, ZIP:
CAREGIVER NAME: ALTERNATE PHONE:
INSURANCE INFORMATION (PLEASE FAX A COPY OF PATIENTS INSURANCE CARD INCLUDING BOTH SIDES)
PRIMARY INS: SECONDARY INS:
PLAN ID: PLAN ID:
PRIMARY DIAGNOSIS: (PLEASE PROVIDE ICD-10 CODE)
O O
CLINICAL INFORMATION
GENDER: [ m e DIAGNOSIS DATE:
WEIGHT: [ ibs [P COMORBIDITIES:
HEIGHT: [ 1n Clem CONCOMITANT MEDICATIONS:
IS THIS FIRST aLLercies: L] nkoa [ other
posez [vee Lo ADDITIONAL COMMENTS:

PRIOR THERAPY (PLEASE PROVIDE MEDICATION HISTORY)

PRIOR THERAPY [dves [ no | REASON FOR DISCONTINUATION OF THERAPY START DATE END DATE

REQUIRED DOCUMENTATION:
I:l INSURANCE CARD FRONT AND BACK I:l MOST RECENT LABS I:l H&P
DRUG DOSE / STRENGTH DIRECTIONS QTY (5 Grams/tube)  REFILLS

[ ] saMCYPRONE

(Diphenylcyclopropenone) I:l 0.04% Qintment

I:l 0.4 % Ointment

SHIP TO: D PATIENT D PRESCRIBER'S OFFICE NEEDS BY: PRODUCT SUBSTITUION PERMITED: D

INJECTION TRAINING PROVIDED BY: [_] prescriBers oFrice L] prarmacy L] na DISPENSE AS WRITTEN: ]

PRESCRIBER INFORMATION

PHYSICIAN NAME: PHONE: LICENSE #:
OFFICE CONTACT: FAX: NPI #:
ADDRESS: CITY, STATE, ZIP: DEA #:
PRESCRIBER'S
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 privi-
leged, 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 strictly 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 by telephone and destroy all copies of this communication and any attachments. Thank you
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