
214 E Fulton Grand Rapids MI 49503                                               
Phone: 616.301.8200                                   
FAX THIS FORM TO:616.301.8201 ENBREL™ ENROLLMENT- Arthritis 

Date:_________________________ Patient SS#__________________________   

Patient Information 

Male Female 

Patients first name___________________________Patient’s last name____________________________________________ _ ___ 

Address________________________________________________________________________________________________ ___ 

Home Phone_____________________Work Phone_________________________Cell Phone_______________________ ____ ___ 

DOB____________________________Weight__________________________kgs or lbs (circle one) Recorded Date_____________ 

Caregiver________________________________________________Allergies___________________________________________ 

Employer_____________________________________   Secondary Insurance __________________________________________ 

Insured ______________________________________ Insured _____________________________________________________ 

Phone:_______________________________________ Phone_________________________________________ 

Policy#_______________________________________ Policy#________________________________________ 

Insurance Information (fill out entirely OR fax copy of patient’s insurance card - both sides) 

Treatment    SIG/Directions 

ENBREL  Strength:50mg/mL Pre-filled syringe  #4 Pre-filled syringes, 50mg SC once weekly______                                  

ENBREL   Strength:25mg/vial      #8 vials 25 mg SCweekly,  72-96 hours apart   ____ 

ENBREL  Strength___________________________________________________________________________      

OTHER  _Strength___________________________________________________________________________                        

   

Patient has a negative TB test result. Date of test:__________________ 

1.Diagnosis of moderate to severe rheumatoid arthritis  

2. Diagnosis of moderate to severely active polyarticular-course  

3. Diagnosis of psoriatic arthritis 

Treatment failure with one or more DMARD:   Plaquenil  trial dates______________________ 

Sulfasalazine  trial dates_______________ azathioprine  trial dates________________  Ridaura trial dates______________     

Neoral  trail dates_______________     penicillamine   trial dates  ______________ methotrexate  trial dates________________     

3. Diagnosis of active ankylosing spondylitis  presence of active disease for at least 4 weeks as defined by a sustained BASDAI of at least 4 
and an expert opinion based on clinical features, acute phase reactants, and imaging modalities. 

 Presence of refractory disease defined by failure of at least two NSAIDs during a single 3 – month period 

NSAID:__________________________________________ Trial dates______________________________ 

 Failure of intra-articular steroids: Drug:___________________________________ Trial Dates________________________ 

 Failure of sulfasalazine in patients with peripheral arthritis  

Duration of therapy: The monitoring of anti-TNF-alpha therapy, the BASDAI and the ASAS core set for clinical practice should be                         
observed regularly. For the discontinuation of therapy in non-responders, consideration should be made after 6 to 12 weeks of treatment. Response is 
defined as improvement of:  At least 50% or two units (on a 0-10 scale) of the BASDAI____________________    OR Provider approves the continua-
tion of  therapy: Signature:____________________________________________________________________      

Precertification Requirements 

   

   

   

   

   

         

      

   

   

Today’s Date_______________________Date Shipment Needed_____________________ Ship to: ___Patient___Physician/Clinic___Other 

Physician’s name: (please print)________________________________________________ Phone Number_______________________________ 

Physician’s signature_____________________________________________ Contact person___________________________________________ 

IMPORTANT NOTICE: this facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprie-
tary 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 transmitted material. 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. 

      

   

juvenile rheumatoid arthritis 

   

   

Supportive / Additional Treatment 

Dosage______________ 

Directions_____________________________________ 

Quantity______________Refills x____________ Months 

   

REFILLS 
Quantity refills__________    

x____________ Months 

   


