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Medical Review Form for Arise Health Plan
	1700 East Point Parkway
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Fax 1-877-357-5722
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	Fax:
	1-877-357-5722
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	Date:
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Tysabri (natalizumab) for Crohn’s Disease

  [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 this physician registered with the TOUCH™ Prescribing Program?  
Yes   
No  

Is the patient already on Tysabri?  
Yes   
No  
If yes, when was it started?_________________ and when was the last dose given?____________

Indication for Tysabri:   ( induce remission    ( maintain remission  
( Other, specify:
Current therapies for Crohn’s disease (check) and give approximate number of months/years of therapy:  

( azathioprine or 6-mercaptopurine____________
( methotrexate_________________________

( adalimumab (Humira)______________________
( infliximab (Remicade)___________________

( certolizumab pegol (Cimzia)_________________
( corticosteroids (systemic)________________
( Other medications (list):
Note: If the patient is on any of these immunosuppressive agents or on cyclosporine or any other immunosuppressive agents, with the exception of corticosteroids, they must be stopped before starting Tysabri.  Immunosuppressive agents are usually stopped for at least 3 months before starting Tysabri and must not be used concurrently with Tysabri.

Is patient currently receiving antineoplastics, immunosuppressant or immunomodulatory therapy?  Yes  No 




Note: These medications, with the exception of corticosteroids, must be stopped before starting Tysabri and must not be used concurrently with Tysabri. 
For patients starting Tysabri to induce remission in Crohn’s disease 
Does the patient have active Crohn’s disease?  

Yes  
No
Is CRP increased?  
Yes  
No  
If no, what other laboratory evidence is there of inflammation?
Other therapies that have been tried for Crohn’s disease (give approximate number of months or years of therapy):  
( azathioprine or 6-mercaptopurine______________

( methotrexate___________________

( adalimumab (Humira)________________________

( infliximab (Remicade)_____________

( certolizumab pegol (Cimzia)____________________

( corticosteroids (systemic)__________
Is the patient on chronic systemic corticosteroid therapy?  
Yes  
No

Other medications tried (specify):

If any of these are contraindicated, please explain.  

Did the patient respond to any of the above therapies?  
Yes  
No

Note: These medications, with the exception of corticosteroids, must be stopped for at least 3 months before starting Tysabri and must not be used concurrently with Tysabri.  

____________________________________________________________________________________

For patients continuing Tysabri to maintain remission in Crohn’s disease 
Was remission induced with Tysabri? 
Yes  
No 
If the patient was on chronic oral or injectable corticosteroids, have they been able to taper off and discontinue chronic corticosteroid therapy?  
Yes   
No  
If no, what is the reason for not discontinuing steroids?

Has the patient required more than 3 months of therapy with systemic corticosteroids during the previous 12 months?  
Yes  
No

Provide clinical documentation for diagnosis of Crohn’s disease  

Year of original diagnosis:_________________
Endoscopy, biopsy, radiology test results__________________________________________________
· Current abnormal ESR or CRP    ( Other indication of inflammation, please specify________________

Current symptoms if disease is active (circle):  diarrhea, abdominal pain, extraintestinal symptoms, 
Other, please specify:

Any previous surgeries for Crohn’s disease (list):

Any other features consistent with Crohn’s disease:

***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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