WOUND CARE ENROLLMENT FORM
Collagenase SANTYL® Ointment

PLEASE FAX TO: 847.427.7975 PHONE: 800.410.8575

Clinic:

Clinic Phone:

Clinic Address (City, State, Zip):

Prescriber Email:

3
[ J
»d¢ ..
oed @ Goo
see Orsini
° Specialty Pharmacy
Services

™ #

Clinic Fax:

*Indicates required field

PATIENT INFORMATION

*Patient Name:

PATIENT INSURANCE INFORMATION
PHARMACY BENEFIT PLAN (PBM)

*Date of Birth: *Gender: vmOr *PBM Name:
*Address: *Policyholder Name:
*Relationship to Patient: *PBM Phone #:
*City: *State: *Zip:
*Policy #: *Group ID #:
*Home Phone #: Alternate Phone #:
*Rx BIN #: *PCN #:
Shipto: [ Patient
*Are any of wounds a burn? Yes[ ] No[]
PATIENT DIAGNOSIS PHYSICIAN INFORMATION
*Diagnosis-Code: O *Prescriber Name: NPI #:
Please list any known allergies to medication or other substances: O *Prescriber Name: NPI #:
O *Prescriber Name: NPI #:
Wound care plan: Wound Location: )
O *Prescriber Name: NPI #:
* g
Wound#1: L ___emx ___ cm O *Prescriber Name: NPI #:
*Wound #2: [ cm X cm
O *Prescriber Name: NPI #:
*Wound#3: [J ___ cmx___ cm
*Wound #4: [ cm x cm O *Prescriber Name: NPl #:
*Wound#5: [0 ___emx ___cm O *Prescriber Name: NPI #:
* .
Wound#6: [ ___emx ___ em O *Prescriber Name: NPI #:
*Wound #7: [ cm X cm
O *Prescriber Name: NPI #:
*Wound #8: [] cm X cm
Other: 0 O *Prescriber Name: NPI #:
PRESCRIPTION INFORMATION
Patient Name: *Date:
Drug: Collagenase SANTYL © Ointment (250 units/g) - 30g/90g *Sig: Apply to wound once daily (or more frequently if the
dressing becomes soiled) for days.
*Quantity: [J Dispense qty sufficient for days *Refills:

PROVl DER SlG NATU RE D May substitute D May NOT substitute

Prescriber’s Signature

Date of Signature

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may containmaterial that is confidential, privileged, proprietary or exempt from disclosure under
applicable law. If it is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions as to
disposal of the transmittedmaterial. In no event should such material be read or retained by anyone other than the named addressee, except by express authority of the sender to the named addressee.

Copyright © 2014 Orsini Healthcare. All Rights Reserved. SP Santyl V178_091114.
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