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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:
	


Remicade (infliximab) for Psoriasis
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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 Remicade?  
Yes    
No   


If yes, when was it started?______________

Any pre-medication with Remicade infusion (list)?___________________________________________

Does the patient have a minimum body surface area involvement of at least 5%?  
Yes    
No

If not, does the patient have or has had: 

( plaque psoriasis of the following areas (please check areas if appropriate):  ( palms   ( soles   ( nails   

( head and neck   ( intertriginous areas (inverse psoriasis)   ( genitalia

( an inadequate response to topical therapy 

( an inadequate response to localized phototherapy 

( an inadequate response to systemic therapy and has significant disability or impairment in  

    physical or mental functioning. 

Current therapies for psoriasis and duration 

( Topical tazarotene__________
( Coal tar___________



( Salicylic acid_______________
( Others (list):

( Topical corticosteroids (specify)________________


( Vitamin D analogs (e.g., calcipotriol)_____________

Other systemic therapy that the patient has tried (approximate number of months/years)?  

· Methotrexate ____________

( Acitretin (Soriatane)_______________

· Cyclosporine _____________

( Phototherapy with UBV________________ 

· Oral methoxsalen plus UVA light (PUVA)________________________________________
· Others (list and give approximate number of months/years)____________________________

If these are contraindicated, please explain.

What other injectable therapies has the patient tried (approximate number of months/years)?  


Enbrel ______________


( Humira __________________
If these agents have been tried, did the patient have a response or was intolerant?  
Yes    
No

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

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.

Insured





If Provider is different than MDO
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