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Medical Review Form for Arise Health Plan
	1700 East Point Parkway

Louisville  KY  40223

Phone 1-866-247-5004
Fax 1-877-357-5722



	To:
	CareContinuum/Arise Health Plan
	From:
	

	Fax:
	1-877-357-5722
	Phone:
	

	Date:
	
	Pages:
	


Actemra (tocilizumab) for Rheumatoid Arthritis
[image: image1.emf]
Patient Information

Name: 
Address: 
 FORMTEXT 

     



Gender:  M      F  FORMCHECKBOX 

City:
Home Phone: 
Emergency Contact: 

Physician Information

Name:      

Address:      


Suite #: 
City:       
State:   
Zip:         
County:      
Phone:      
Fax:       FORMTEXT 

     

NPI/UPIN/License #: 


Physician’s Specialty:      

MDO Contact:      

Insurance Information

Carrier: Arise Health Plan
Plan Code:      
Patient’s ID #:      
Group #:      

Name:      
ID #:      

Address:      





Relationship to Patient:      

Employer:      

Medication/Therapy Information

Drug:      
Diagnosis:      
Dose:      
Duration:      
Height:      
Weight:      
IV Access Site (if applicable):      
Allergies:      
Place of Service:      
Next Service Date:      






Name:      

Contact:      

Address:      

Phone:      
Fax:      
Tax ID/NPI:      

Is the patient already on Actemra?  
Yes  
No   
If yes, when was it started?______________
Current therapies (DMARDs, steroids) for rheumatoid arthritis and duration (list):

Will patient receive Actemra with methotrexate?  
Yes  
 No   
If no, why:

Will patient receive Actemra with another DMARD besides methotrexate?  
Yes 
 No   
If yes, which DMARD:
Other oral DMARDs the patient has tried (approximate number of months/years)?  

· Methotrexate _______________

( Sulfasalazine _____________

· Hydroxychloroquine __________

( Leflunomide _____________

Other, specify:

If oral DMARDs are contraindicated, please explain.  

Other injectable DMARDs the patient has tried?  
· Enbrel ________________


( Humira _____________

· Simponi _______________


( Cimzia ______________

· Remicade ________________


( Rituxan _____________

· Methotrexate IM _______________

( Orencia _____________

Did patient respond to other DMARDs?  
Yes  
No   
Did patient have adverse effects from other DMARDs?  

Yes  
No    
If yes, describe adverse effects:
_____________________________________________________________________________________
Provide clinical documentation for diagnosis of rheumatoid arthritis
Year of original diagnosis: _________________
· Rheumatoid factor (RF) positive
( Anti-CCP antibody positive
( Abnormal ESR or CRP

· Bone/joint erosions present
Which joints are involved (circle)?  MCPs   PIPs   MTPs   Wrists   Elbows   Ankles   Shoulders   Hips  
Knees  
Number of small joints involved (circle):  1 to 3     4 to 10     greater than 10  

Extra-articular features of RA if any:  ( nodules   ( RA lung disease   ( cardiac   ( vasculitis   ( Felty’s syndrome   ( episcleritis/scleritis   ( skin   ( Sjogren’s syndrome

Patient has been evaluated for latent or active TB (circle).    Yes
No

Date of most recent assessment: __________  
History ______ TB skin test______ Interferon gamma release assay (IGRA)______  Chest X-ray_______
Has the patient been treated or is currently on treatment for latent or active TB?  
Yes  
No

Laboratory results
Absolute neutrophil count (ANC) (dates):  
Liver function tests, specify ALT or AST (dates):  

Platelet count (dates):  



Lipid parameters such as LDL cholesterol (dates):  

Please document any other information you would like to be considered for this review.
***CONFIDENTIALITY NOTICE*** This fax is intended for the sole use of the individual(s) to whom it is addressed, and may contain information that is privileged, confidential and exempt from disclosure under applicable law. You are hereby notified that any dissemination, duplication, or distribution of this transmission by someone other than the intended addressee or its designated agent is strictly prohibited. If you receive this fax in error, please notify immediately.

Reviewed 02/26/2010

Insured





If Provider is different than MDO
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