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For patients requiring immune globulin therapy, please fill out the respective form (IVIG or Subq IG) 
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Autoinjector for use with Glatiramer Acetate (manufacturer limit of one per year) 1 unit Delivery Device
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Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is 
exempt from disclosure underapplicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating or distributing this 
information (other than to the intended recipient) or copying thisinformation. If you received this communication in error, please notify the sender immediately by calling 1 855-419-4663  to obtain instructions 

Prescriber’s Signature:  Date: ____________________

 
I authorize CoxHealth at Home and its representatives to act as an agent to initiate and execute the insurance prior authorization process for this prescription and any future fills 

of the same prescription for the patient listed above. 
 

I understand that I can revoke this designation at any time by providing written notice to CoxHealth at Home

as to the proper destruction of the transmitted material. Thank you. 
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FAX:  1-417-269-0692

1-855-419-4663
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SQ every other day

SQ every other day

SQ every other day
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SQ daily

SQ daily
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SQ three times per week at least 48 hours apart

SQ three times per week at least 48 hours apart

For additional MS Injectables, see other referral form MS Injectable (E-Z)


