
 HUMAN GROWTH HORMONES
□ GENOTROPIN MINIQUICK®		 □ 0.2mg   □ 0.4mg
□ HUMATROPE® CARTRIDGE KIT □ 6mg      □ 12mg
□ NORDITROPIN® FLEXPRO®         	 □ 5mg      □ 10mg
□ SAIZEN®       	 □ 5mg vial    □ 8.8mg vial   □ 8.8mg CLICK EASY

       SIG: __________________________________    QTY: ______   Refill: ______

□ FORTEO®  600mcg/2.4mL    SIG: Inject 20mcg SQ daily as directed  
QTY: □ 1 Pen (4 week supply)  □ 3 Pens (12 week supply)     Refill: ______

□ PROLIA® 60mg PFS   SIG: Inject 60mg SQ every 6 months   QTY: 1  Refill: _____

□ RECLAST® 5mg/100mL Vial   SIG: 5mg IV once yearly   QTY: 1  Refill: _____

□ EVENITY®  105mg/1.17mL PFS (2-count)
SIG: Inject 210mg (2-105mg PFS) under the skin once monthly for 12 months
QTY: □ 2 PFS (1 month)    □ 6 PFS (3 months)  	        Refill: ______

□ THYROGEN® (THYROTROPIN ALFA FOR INJECTION)
SIG: __________________________________    QTY: ______    Refill: ______

□ CORTROSYN® (COSYNTROPIN FOR INJECTION)
DOSE/FREQUENCY/ROUTE: _________________________________________
SIG: __________________________________    QTY: ______   Refill: ______

PRESCRIPTION PLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDS

Prescriber’s Name / Practice _______________________________________    Office Contact_________________________________
Address_____________________________________________   Suite#______ City______________________  State____  Zip________
Tel_________________________    Fax_________________________    Email_______________________________________________
License#____________________    NPI#____________________    UPIN#____________________     DEA#________________________ 
Prescriber’s Signature (signature required. NO STAMPS)__________________________________________________    Date______________________________

Patient Name____________________________________________________   Date of Birth_____________    □ Male    □ Female
Address_____________________________________________    Apt #_____   City______________________  State____  Zip________ 
Telephone_________________    Cell_________________    SSN_________________    Email__________________________________
Allergies__________________________________________________  Comorbidities__________________________________________

Primary Insurance______________________________________   ID#_______________________  Group #_______________________
Insured’s Name___________________________________________  Employer_______________________________________________
City_________________________ State_________ Phone_______________________

ICD-10 Diagnosis Code: □ E78.5 Unspecified Hyperlipidemia  □ E78.0 Pure Hypercholesterolemia  □ E08.9 Diabetes Mellitus without complications
□ E08.8 Diabetes Mellitus w/ unspecified complications □ M81.0 Age-related Osteoporosis   □ E29.1 Testicular Hypofunction  □ ________________
Previously treated for this condition? □ Yes  □ No    Medication(s) failed _________________________________________________
Patient currently on therapy? □ Yes  □ No    Type/medication(s) ________________________________________________________
Current medications patient (including OTC) with dosage and direction (or fax medication) __________________________________
_________________________________________________________________________________________________________________

 PLEASE LIST ANCILLARY SUPPLIES IF NEEDED: ____________________
 ___________________________________________________________________

 OTHER MEDICATIONOTHER MEDICATION_____________________________________________

 SIGSIG:____________________________________  QTYQTY:_____  REFILLREFILL:_____

VERBAL ORDER FORM

ADVOCATE ULTRA-FINE PEN NEEDLES  □ Short 8mm 31G   □ Mini 5mm 31G
       SIG: _____________________________________ QTY: 1 Box  Refill: ______

□ TYMLOSTM 1.56mL Prefilled Multi-Dose Pen
SIG: Inject 80mcg SQ once a day    QTY: 1 Pen (30 day supply)    Refill: ______

□ XULTOPHY® 100/3.6  100 units/mL insulin degludec and 3.6mg/mL liraglutide
SIG: Inject ____units SQ once daily    QTY: 1 Pen (300 units)     Refill: ______

□ ACTHREL® 100mcg
SIG: __________________________________    QTY: ______   Refill: ______

SAMSCA® □ 15mg  □ 30mg
      SIG: Take ______ mg once daily     QTY: ______   Refill: ______

□ SANDOSTATIN® LAR DEPOT    □ OCTREOTIDE
□ 10 mg/6mL       □ 20 mg/6mL      □ 30 mg/6mL

SIG: __________________________________    QTY: 3 vials    Refill: ______

SENSIPAR® □ 30mg  □ 60mg   □ 90mg 
SIG: □ Take _____mg once daily with food     QTY: ______   Refill: ______

□ Take _____mg twice daily with food    QTY: ______   Refill: ______
□ Other: __________________________  QTY: ______   Refill: ______

 SOMATULINE® DEPOT
□ 60 mg/0.2mL PFS     □ 90 mg/0.3mL PFS     □ 120 mg/0.5mL PFS

SIG: __________________________________    QTY: ______   Refill: ______

□ SYNAREL® 8mL		                QTY: 60 doses   Refill: ______
SIG: □ Spray 1 spray in each nostril, morning and night

□ Spray 2 sprays in each nostril, morning and night
□ Spray 3 sprays in each nostril, morning and night
□ Other: ___________________________________________________

□ EGRIFTA™ 1mg vial    SIG: Inject 2mg SQ once a day    QTY: _____  Refill: _____

ZORBTIVE™  □ 8.8mg lyophilized powder in single use vial for reconstitution
□ 0.1mg/kg SQ once daily to a maximum daily dose of 8mg for 4 weeks
QTY: ______    Refill: ______

KUVAN	□ 100mg tablets   □ 100mg powder  □ 500mg powder
 Patient Weight: _____(kg)
□ 1 month to 6 years (10mg/kg dose): Take _____mg by mouth once daily

QTY: QS to 30 days supply   Refill: ______
□ 7 years and older (10 to 20mg/kg dose): Take _____mg by mouth once daily

QTY: QS to 30 days supply   Refill: ______

 LEUPROLIDE THERAPIES
□ Lupaneta Pack 1-month (3.75 mg/5mg) □ Lupron Depot (3.75mg)
□ Lupaneta Pack 3-month (11.25 mg/5mg)    	 □ Lupron Depot (11.25mg)

SIG: __________________________________    QTY: ______   Refill: ______

Y21 IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, privileged, 
proprietary or exempt from disclosure under applicable law.  If you are not the named addressee, you should not disseminate, distribute, or copy this 

fax.  Please notify the sender immediately if you have received this document in error and then destroy this document immediately. 

Please fax completed referral form to PFSP at 866-285-7628                     
Visit us at PFSPrx.com for online fillable forms.

Scan our QR Code to send us feedback about your experience.

□ Phone Order
Ship to Patient:  □ Home  □ Work  
Ship to: □ Physician Office

□ Nurse / Training
□ PFSP Pharmacy

Today’s Date _________________    

Date Needed _________________  

398 W. Grand Avenue | Rahway, NJ 07065 
Ph 844-527-9486 | Fx 866-285-7628
NPI# 1669881777   NABP# 3148839

info@pfsprx.com   PFSPrx.com

ENDOCRINOLOGY
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