
Prescriptions will be dispensed from Vitality Pharmaceutical Services, a BioScrip dispensing location.
10 Powerhouse Road, Roslyn Heights, NY 11577

PATIENT INFORMATION
Patient Name       Male    Female Allergies        

Date of Birth      SSN#      

Address      City      State        Zip      

Phone #   (Home)      (Work)      Email address      

INSURANCE INFORMATION
Primary Insurance      Policyholder      

Group #        Policy #      Phone #      

DIAGNOSIS INFORMATION (Please specify primary and secondary diagnoses)

 ICD-9 715.16 Osteoarthritis   Other ICD-9_______________

 Patient had prior physical therapy

PREVIOUS MEDICATIONS (Please specify dosage & time on therapy)

Medication Strength & Dose Dates of Therapy Reason for Discontinuing

               

PRESCRIPTION INFORMATION
Medication Dose Frequency Quantity Refills

 Supartz® (Sodium Hyaluronate) 2.5 mL

 Other:

DELIVERY INSTRUCTIONS
  Physicians Office        Date Required_______________________

PHYSICIAN CONTACT INFORMATION & AUTHORIZATION
Physician Name      Office Contact      

Phone        Fax      

Address      

License #      DEA #      

Physician’s Signature:_____________________________________________________Date:______________________
(required to process prescription):

 

THIS PRESCRIPTION WILL BE FILLED GENERICALLY UNLESS
PRESCRIBER WRITES “ d a w “ IN THE BOX BELOW

Osteoarthritis
Enrollment Form

Phone: 1-800-724-6996
Fax: 1-800-210-6256
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