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HOW TO GET STARTED

NOTE:

SUPPORT FOR YOU AND YOUR PATIENTS

United Therapeutics Support

ASSIST 1-877-864-8437

Specialty Pharmacy Services (SPS)

In-home nurse visits and follow-up communication for Orenitram patients include 

A and B
C1.

D
E

F
G

2.

3.

Orenitram® (treprostinil) Extended-Release Tablets Referral Form
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2Orenitram® (treprostinil) Extended-Release Tablets Referral Form
Please complete, sign, and fax Steps 1 and 2 to ASSIST using the included Fax Cover Sheet.

Please note: United Therapeutics cannot guarantee payment for United Therapeutics products 
and directs patients to discuss treatment options with their healthcare provider.

I understand that I may refuse to sign the authorization and that this refusal will not a ect my treatment, insurance coverage, or eligibility for benefits. However, if I do 
not sign, I may not be eligible to receive education and patient support services provided by United Therapeutics.

Patient Name (Print) ____________________________________________ Patient Signature____________________________________________ Date________________________

PATIENT AUTHORIZATION FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATIONC

United Therapeutics, or third parties working on its behalf, will not sell your information or use it for any unrelated purposes.

ORENITRAM PATIENT SUPPORT PROGRAM

By checking this box, I agree to be enrolled in the Orenitram Patient Support Program.

INSURANCE INFORMATION

PATIENT INFORMATION

B

  Please include copies of the front and back of the Patient’s Insurance Card(s).

STEP 1 - PATIENT INFORMATION AND AUTHORIZATION

A

SIGN
HERE

CHECK
HERE
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3Orenitram® (treprostinil) Extended-Release Tablets Referral Form
Please complete, sign, and fax Steps 1 and 2 to ASSIST using the included Fax Cover Sheet.

I certify that the medication ordered above is medically necessary and that I am personally supervising the care of this patient. I authorize United Therapeutics ASSIST  
to act on my behalf for the limited purposes of transmitting this prescription to the appropriate pharmacy designated by the Patient utilizing their benefit plan. 

PHYSICIAN SIGNATURE REQUIRED TO VALIDATE PRESCRIPTIONS.

   Physician’s signature____________________________________________ Physician’s signature________________________________________________ Date_________________

PRESCRIPTIONS MUST BE FAXED.

G    PRESCRIBER SIGNATURE: PRESCRIPTION AND STATEMENT OF MEDICAL NECESSITY

PATIENT NAME: DATE OF BIRTH:

STEP 2 - PRESCRIBER, MEDICAL AND PRESCRIPTION INFORMATION

PRESCRIBER INFORMATIOND

CHECK
HERE

Orenitram®

Nurse Visits

PRESCRIBER TO SPECIFY ANY ALTERNATIVE OR ADDITIONAL DOSING AND TITRATION INSTRUCTIONS HERE:

DIRECTIONS: |

Specialty Pharmacy to contact Prescriber for adjustments to written orders specified above. The Prescriber is to comply with his/her state-specific prescription requirements such
as e-prescribing, state-specific prescription form, fax language, etc. Noncompliance with state-specific requirements could result in outreach to the Prescriber.

STRENGTHS (Prior authorizations may be required for each strength,
and patient may need all strengths to reach target dose):

PRESCRIPTION INFORMATION (the prescription is only valid if received by fax)F

Please select an option:
Specialty Pharmacy home healthcare RN visit(s)

Prescriber-directed Specialty Pharmacy home healthcare RN visit(s) as detailed below:

Diagnosis - The following ICD-10 codes do not suggest approval, coverage or reimbursement for specific uses or indications

MEDICAL INFORMATION / PATIENT EVALUATION / SUPPORTING DOCUMENTATIONE

List PAH-specific medications patient is taking or has taken

SIGN
HERE

DOSAGE (TID dosing may reduce peak-to-trough pharmacokinetic fluctuations):

Please note: The responsibility to determine coverage and reimbursement parameters, and appropriate coding 
for a particular patient and/or procedure, is the responsibility of the provider. The information provided here, or 
through ASSIST, is not a guarantee of coverage or reimbursement.
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  DISPENSE: 



4Orenitram® (treprostinil) Extended-Release Tablets Referral Form
Please complete, sign, and fax Steps 1 and 2 to ASSIST using the included Fax Cover Sheet.

ADDITIONAL INSTRUCTIONS

__________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

OPTIONAL: SIDE EFFECT MANAGEMENT STRATEGIES 

NOTE THAT ANY INFORMATION PROVIDED BELOW IS NOT A PRESCRIPTION. RATHER, IF ADDITIONAL PRESCRIPTIONS ARE INTENDED, THEY SHOULD BE 
PROVIDED TO THE PATIENT SEPARATELY.

Headache
(separate Rx required) (separate Rx may be required) (separate Rx required)

(separate Rx required)

Nausea
(separate Rx required) (separate Rx required) (separate Rx may be required) (separate Rx required)

(separate Rx required)

Diarrhea
(separate Rx required)  (separate Rx required) 
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NOTE: 

PATIENT NAME: DATE OF BIRTH:



5Orenitram® (treprostinil) Extended-Release Tablets Referral Form
Please complete, sign, and fax Steps 1 and 2 to ASSIST using the included Fax Cover Sheet.

FAX COVER SHEET

Number of Pages:

Fax:

Facility Name:

From:

Date:

Comments:

Fax Number 1-800-380-5294
Phone Number 1-877-864-8437

Prescriber’s Preferred Specialty Pharmacy - To be used if patient’s payer does not mandate  
a particular Specialty Pharmacy be used:

 

To:  

 

 

 

Included in this fax:
Completed UT PAH Therapy Referral Form including
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