
CHS SPECIALTY PHARMACY SERVICE PRESCRIPTION ORDER FORM 
Phone: 704-512-6057  

Fax 704-512-6058 
PHARMACY HOURS: 8:30am – 5pm Monday thru Friday 

 

Provider Name:________________________________________      Office contact name: ________________________ 

Address:______________________________________________        Phone number: ____________________________ 

City:_________________________________________________         Fax number:_______________________________ 

State:____________ Zip Code:_______________ 

 

Provider Signature:   ___________________________________________________      Date:  ____________ 
 

 

Patient Name:______________________________  Sex:  Male  Female   ICD-9 Code:______________ 

Date of birth:____ /____ /_______     Social Security # XXX XX __ __ __ __      Diagnosis:________________ 

Address:________________________________                                             Deliver to:   Provider Office   Patient  

City:___________________________________                                              Needs by: ______________ 

State:_____ Zip Code:___________ Best Contact number:_______________    

Other Clinical Information:  Patient’s Height:_________ Weight:___________ lbs =____________Kg  BSA:____________ m2 

Prescription Insurance Name:_____________________ Pharmacy Help Desk Phone Number:__________________ 

*Please send a copy of the front and back of patients insurance card(s) 

Medications Dosing & Frequency Quantity Refills 

  Avonex ®              
 30 mcg per syringe 

                Inject IM weekly 

             _________________ 

4 unit admin pack  

(28 day) 
     

   Betaseron ®                                                                                                                                                                                                                                              
 0.25 mg vial 

                Inject SQ every other day 

             _________________ 

14 unit blister pack  

(28 day) 
 

  Copaxone ®                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
 0.20 mg per syringe 

             Inject SQ daily 

             _________________ 

30 unit pre-filled syringes 

(30 day) 
 

  Extavia ®                                                                                                                                                                                                                                       
 0.25 mg vial 

             Inject SQ every other day 

             _________________ 

15 unit blister pack  

(30 day) 
 

  Rebif ®                                                                                                                                                                                                                                     

 8.8 mcg per syringe 

    22.0 mcg per syringe 
 22.0 mcg per syringe 

 44.0 mcg per syringe 

         Inject SQ three times per week 

         ___________________ 

 

 Titration pack 

       6 -   8.8 mcg syringes 

       6 - 22.0 mcg syringes 

              (28 day) 
12 - 22.0 mcg syringes 

                    (28 day) 

12 - 44.0mcg syringes 

            (28 day) 

 

 

 __________________________ 

 
   

 

CONFIDENTIALITY NOTICE: 

If you are not the intended recipient or the person responsible for delivering it to the intended recipient, you are hereby notified that you are not authorized to read, print, retain, copy or 
disseminate this message, any part of it, or any attachments. This facsimile message may contain information that is confidential, privileged, proprietary, or otherwise legally exempt from 
disclosure or use. Any disclosure or use of this facsimile message by any person other than the intended recipient or person responsible for delivering it to the intended 
recipient may constitute a Federal criminal offense punishable by imprisonment up to 10 years or fines up to $250,000. If you have received this message in error, please destroy 
this message and any accompanying attachments in their entirety without reading the content and notify the sender immediately by telephone of the inadvertent transmission, by calling 
collect if located outside the calling area. There is no intent on the part of the sender to waive any right or privilege that may be attached to this communication. Thank you for your 
cooperation. 

Last Revision 01/07/14 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


