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Tysabri (natalizumab) for Multiple Sclerosis
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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 physician registered with the TOUCH™ Prescribing Program (circle)?  Yes  
No  

Is the patient already on Tysabri?  
Yes  
No  

If yes, when was it started____________________    When was the last dose given?_____________

Does the patient have a relapsing form of MS?  
Yes 
 No   

Indicate type of MS:  
( Relapsing-remitting   ( Secondary progressive with relapses 

 ( Progressive-relapsing   ( Other, specify:

Was a magnetic resonance imaging (MRI) scan done within 6 months before starting Tysabri (circle)? 

 Yes  
No   

What other therapies has the patient tried for MS (give approximate number of months or years of therapy)?  

( interferon beta-1a (Avonex)___________

( interferon beta-1b (Betaseron/Extavia)__________

( interferon beta-1a (Rebif)_____________

( glatiramer acetate (Copaxone)___________

If any of these are contraindicated, please explain.   

Have all of these medications for MS been discontinued?   
Yes   
No  

If yes, when?____________________

Note:  These medications must be stopped at least 2 weeks before starting Tysabri.

Is the patient currently receiving any of the following medications?  

( azathioprine   ( methotrexate   ( mycophenolate mofetil   ( mitoxantrone   ( cyclophosphamide

Note:  These medications must be stopped for at least 3 months before starting Tysabri.  

Is the patient currently receiving antineoplastics, immunosuppressant or immunomodulatory therapies?

 
Yes  
No   

Note: These medications must be stopped before starting Tysabri.

________________________________________________________________________________________

Provide clinical documentation for diagnosis of MS

Year of original diagnosis:_________________

Neurological symptoms that led to the MS diagnosis (duration):

Was the multiple sclerosis confirmed by MRI? 

Yes 
No

Were any other tests performed to confirm the diagnosis of multiple sclerosis?

( Positive Visually Evoked Potentials (VEP)   ( Cerebral Spinal Fluid (CSF) analysis   

( Other (specify):
***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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