	

	MEMBER Name: 

	Member ID: 
	Date of Birth: 

	Physician Name:
	State License #:

	Address: 

	Department of Dermatology

Hospital of the University of Pennsylvania, 2 Rhoads Pavilion

3400 Spruce Street, Philadelphia, PA 19104

	Physician Phone : (215) 662-2737
	FAX: (215) 615-3424

	Medication Name and Strength Requested: 

	Quantity per Prescription: 

	Anticipated Length of Therapy: 

	        days 
	        months 
	        chronic maintenance therapy 

	Diagnosis: 

	Rationale for selecting this agent over a formulary product: 
(PLEASE do not answer "DRUG OF CHOICE") 
This patient has not had a good clinical response to previous agents.

	Medication History for this Diagnosis:  

	Physician’s Signature 

	Please fax this form to: 
Keystone Mercy Health Plan, 200 Stevens Drive, Philadelphia, PA 19113
FAX: 215-937-5018 


