
ONCO ONE SHEET REV 06/2007 

 

Ship To:      �  Patient �  Physician/Clinic   Date Shipment Needed:  ________________          Rx:   � New     �  Refill   _______ 

Patient Information 

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

  Primary Insurance:_______________________________________   Secondary Insurance: __________________________________________ 
  

  Insured: _______________________________________________ Insured: _____________________________________________________ 
   

  Phone: ________________________________________________ Phone:______________________________________________________ 
   

  Policy#:_____________________________ Group#:____________ Policy#:________________________________ Group#:______________ 

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary or exempt from disclo-
sure 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. 

Oncology Enrollment Form 

Toll Free Fax:  800-550-6272 Toll Free: 877.977.9118 

 

Physician’s Name: (please print)________________________________________________  Contact Person:  ______________________________                    
 

Phone Number:   _______________________________________               Fax Number:     _____________________________________________ 
 

Office Address: _________________________________________   City: _________________________   State:  __________  Zip: ____________ 
 

License#_____________________NPI#____________________UPIN#______________________MEDICAID Provider#______________________ 
 

Physician’s signature:________________________________________________ M.D.       DEA#________________________________________                     

           I authorize Diplomat Specialty Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization process.  

   

  Date:  ___________________  Patient SS#: _____________________________               � Male          �  Female       �    Childbearing Female 
    

  Patient’s First Name: _________________________________________    Patient’s Last Name:_________________________________________    
   

  Address:_____________________________________________ City/County: ___________________________  State:  _______ Zip: __________ 
   

  Home Phone: ____________________________  Work Phone: ___________________________  Cell Phone:____________________________  
  

  DOB:  _______________________     Patient’s Weight: _________ lbs.  Recorded Date:  ________________________ 
 

  Allergies:  _____________________________________________________________     Diagnosis/ ICD9  Code: __________________ 

 

 
 

PATIENT NAME __________________________________________________________ AGE ____________ 
 
ADDRESS _____________________________________________________________________________________  
 
     ______________________________________________________________  DATE _________________ 
 
     
 
 
 
 
 
 
 
 
 
 
PHYSICIAN’S 
SIGNATURE          ________________________________________________________________________________ 
 
ADDRESS       ___________________________________________________________________________________ 
 
DEA NO.          ___________________________________________   REFILL _________TIMES 

Gelclair  
6 boxes (1350ml) = 30 day supply 

TID or PRN 
            


