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Step 1:   3OHDVH�FRPSOHWH�WKLV�IRUP�WR�UHTXHVW�VHUYLFHV�IURP�2WH]OD�6XSSRUW3OXVv�LQFOXGLQJ�EHQHƬWV�YHULƬFDWLRQ��%9���
SULRU�DXWKRUL]DWLRQ��3$��UHTXLUHPHQWV��3$�DSSHDO�VXSSRUW��RU�WR�WULDJH�WR�D�VSHFLDOW\�SKDUPDF\��63��

Step 2:   )D[�WKLV�IRUP��DORQJ�ZLWK�FRSLHV�RI�WKH�front and back�RI�ERWK�\RXU�SDWLHQWoV�LQVXUDQFH�DQG�SUHVFULSWLRQ�EHQHƬW�
FDUGV��WR�2WH]OD�6XSSRUW3OXVv�DW�����������������)RU�TXHVWLRQV��FDOO���������27(=/$������������������

3OHDVH�VHOHFW�IURP�WKH�IROORZLQJ�RSWLRQV�EHIRUH�FRPSOHWLQJ�WKH�UHTXLUHG�IRUP�VHFWLRQV�EHORZ�

F�BV assistance: By completing, I would like Otezla SupportPlus™ to initiate a BV.    
F    PA requirements: By completing, I am requesting Otezla SupportPlus™ to verify if 

a PA is required or not. If a PA form is needed, Otezla SupportPlus™ can provide the 
matching insurance form.

F   PA appeal support: Please attach denial documentation and complete required 
clinical information in this section.

F    SP triage: By completing, I would like Otezla SupportPlus™  
to send to an SP. ,I�\RX�ZRXOG�OLNH�WULDJH�DVVLVWDQFH��SOHDVH�ƬOO� 
RXW�WKH�SUHVFULSWLRQ�LQIRUPDWLRQ�VHFWLRQ�DQG�WKH�63�ƬHOG�EHORZ�
 Preferred SP name __________________________________________________________ 
Fax # _______________________________________________________________________
 3OHDVH�QRWH�WKDW�LI�WKH�SDWLHQWoV�LQVXUDQFH�PDQGDWHV�WKH�XVH�RI�D�GLƪHUHQW�63�WKDQ�ZKDW�
is preferred, Otezla SupportPlus™ will triage the script to the mandated SP.

3KRQH���������27(=/$�
����������������

)D[����������������

Otezla SupportPlus™ Request

_____________________________________________________________________________________________________________________________________Date ____  / ____  / _____

_____________________________________________________________________________________________________________________________________Date ____  / ____  / _____


3UHVFULEHU�VLJQDWXUH��GLVSHQVH�DV�ZULWWHQ�


6XSHUYLVLQJ�SK\VLFLDQ�VLJQDWXUH�DQG�GDWH��ZKHUH�UHTXLUHG�

All items marked with an * are required.

(QFRXUDJH�FRPPHUFLDOO\�LQVXUHG�SDWLHQWV�WR�HQUROO�LQ�WKH�FRPELQHG�&R�3D\�	�%ULGJH�3URJUDP�E\�
VFDQQLQJ�WKH�45�FRGH��YLVLWLQJ�RWH]OD�FRP��RU�FDOOLQJ��������27(=/$������������������

3OHDVH�VHH�WKH�EDFN�SDJH�IRU�,QGLFDWLRQV�DQG�,PSRUWDQW�6DIHW\�,QIRUPDWLRQ�
Please click here�IRU�WKH�IXOO�3UHVFULELQJ�,QIRUPDWLRQ�IRU�2WH]OD�

Section 1: Patient Information
Name (First, Middle, Last) ______________________________________________________________________   Date of birth _____ / _____ / ________    F� Male   F� Female 

Address (No P.O. Box) __________________________________________________________________ City ______________________________ State ________ ZIP ___________________ 

Home phone __________________________________________________________  Mobile phone �2SWLRQDO� __________________________________________________________  

Email address _________________________________________________________________   

%\�SURYLGLQJ�D�SKRQH�QXPEHU��\RX�UHSUHVHQW�WKDW�\RXU�SDWLHQW�LV�DZDUH�RI�WKH�GLVFORVXUH�DQG�KDV�JLYHQ�SHUPLVVLRQ�WR�EH�FRQWDFWHG�E\�$PJHQ��

Section 2: Insurance Information 
,QFOXGH�ERWK�VLGHV�RI�\RXU�SDWLHQWoV�LQVXUDQFH�DQG�SUHVFULSWLRQ�EHQHƬW�FDUG�
F� Insurance card attached    F� 3UHVFULSWLRQ�EHQHƬW�FDUG�DWWDFKHG����F� Patient has no insurance    

Primary insurance provider _____________________________________  Policy # _______________ Group # __________________  Insurance phone _________________________ 

Policyholder name (First, Middle, Last) ______________________________________________________________ Pharmacy insurance __________________________________ 

Pharmacy insurance phone __________________________________  Rx member ID ___________________________Rx PCN �LI�DSSOLFDEOH� _______________________________

Rx group ID _______________________________ Rx BIN �LI�DSSOLFDEOH� _______________________________

6HFWLRQ����3UHVFULEHU�,QIRUPDWLRQ�
Name (First, Last) ____________________________________________________________________  Facility name ________________________________________________________ 

Address ___________________________________________________________________________ City ________________________________ State ________ ZIP _____________________ 

Phone _______________________________ Fax ___________________________ NPI #*RequiredBBBBBBBBBBBBBBBBBBBBB�2ƯFH�FRQWDFW�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

By completing and faxing this form to Otezla SupportPlusTM, you represent that your patient is aware of the disclosure of their personal health information to Amgen and its  
DJHQWV�IRU�$PJHQoV�SDWLHQW�VXSSRUW�VHUYLFHV��LQFOXGLQJ�UHLPEXUVHPHQW�DQG�YHULƬFDWLRQ�VHUYLFHV�DQG�WKH�VHUYLFHV�SURYLGHG�E\�ƬHOG�UHLPEXUVHPHQW�SURIHVVLRQDOV�LQ�\RXU�RƯFH��DV� 
SDUW�RI�WKH�SDWLHQWoV�WUHDWPHQW�ZLWK�WKLV�SURGXFW�DQG�WKDW�\RX�KDYH�REWDLQHG�DSSURSULDWH�SDWLHQW�DXWKRUL]DWLRQV�DV�QHHGHG�

F�I do not require PA support��SOHDVH�VNLS�WKLV�VHFWLRQ�    F�,�ZRXOG�OLNH�3$�UHTXLUHPHQW�YHULƬFDWLRQ��SOHDVH�FRPSOHWH�UHTXLUHG�GLDJQRVLV�LQIRUPDWLRQ�LQ�WKLV�VHFWLRQ���

F  I would like PA appeal support �SOHDVH�DWWDFK�GHQLDO�FOLQLFDO�LQIRUPDWLRQ�GRFXPHQWDWLRQ�

3ULPDU\�GLDJQRVLV�,&'����&0�&RGH�� 

F�/������3VRULDVLV�YXOJDULV���%6$�$ƪHFWHG�BBBBBBBBBBBBBBBBBBBBBBB������������������������������������F�/������2WKHU�SVRULDVLV���%6$�$ƪHFWHG�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

F�L40.51 (Distal interphalangeal psoriatic arthropathy)                                                              F�L40.52 (Psoriatic arthritis mutilans)                                           

F�/������3VRULDVLV��XQVSHFLƬHG���%6$�$ƪHFWHG�BBBBBBBBBBBBBBBBBBBBBBBBBBB���������������������F�M35.2 (Behçet’s Disease) 

F�L40.53 (Psoriatic spondylitis)                                            

F�L40.59 (Other psoriatic arthropathy)

$))(&7('�$5($�6� (For PsO ONLY):   F�Hands      F�Arms      F�Nails      F�Trunk       F�Feet       F�Legs       F�Scalp       F�Groin       F�Other_____________________

3ULRU�$XWKRUL]DWLRQ��3$��,QIRUPDWLRQ

Patient and Prescriber Information

Starting with the Specialty Pharmacy

Titration Starter Pack Rx is only for patients who did not receive a sample during their 
RƯFH�YLVLW��7KH�63�ZLOO�QRWLI\�WKH�SDWLHQW�YLD�WHOHSKRQH�SULRU�WR�HDFK�VKLSPHQW

F� 7LWUDWLRQ�'RVH����:((.�67$57(5�3$&.�[���GD\V�����WDEOHWV����UHƬOOV

Maintenance Dose: 30 mg of Otezla
®

F�Twice daily  F�Once-daily renal dose 30 mg (For patients with severe renal impairment)  

F� x30 days  F��[���GD\V��5HƬOOV�  F�11  or  F� Other (enter #) _________________

Special instructions__________________________________________________________

Prescription Information for Otezla®��DSUHPLODVW��)25�25$/�86(

If you are requesting Otezla SupportPlus™ triage to the Specialty Pharmacy, please complete this section:

6WDUWLQJ�ZLWK�LQ�RƯFH�VDPSOH

Date titration sample was provided to patient: ________  / ________  / ______________� ,Q�RƯFH���:((.�7,75$7,21�6$03/(�[���GD\V�����WDEOHWV����UHƬOOV    

1RWH�WKH�SDWLHQWoV�VWDUW�GDWH�LI�\RX�GLUHFWO\�SURYLGHG�WKH�LQ�RƯFH�VDPSOH�WR�\RXU�SDWLHQW�

https://www.pi.amgen.com/~/media/amgen/repositorysites/pi-amgen-com/otezla/otezla_pi_english.ashx
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© 2022 Amgen Inc. All rights reserved. 
01/22 USA-407-81971

INDICATIONS

Otezla® (apremilast) is indicated for the treatment of adult 
patients with plaque psoriasis who are candidates for 
phototherapy or systemic therapy.

Otezla is indicated for the treatment of adult patients with 
active psoriatic arthritis. 

Otezla is indicated for the treatment of adult patients with oral 
ulcers associated with Behçet’s Disease.

IMPORTANT SAFETY INFORMATION

Contraindications

•    Otezla is contraindicated in patients with a known 
hypersensitivity to apremilast or to any of the excipients in the 
formulation

Warnings and Precautions

•    Hypersensitivity: Hypersensitivity reactions, including 
angioedema and anaphylaxis, have been reported during 
postmarketing surveillance. If signs or symptoms of serious 
hypersensitivity reactions occur, discontinue Otezla and 
institute appropriate therapy

•    Diarrhea, Nausea, and Vomiting: Cases of severe diarrhea, 
nausea, and vomiting were associated with the use of Otezla. 
0RVW�HYHQWV�RFFXUUHG�ZLWKLQ�WKH�ƬUVW�IHZ�ZHHNV�RI�WUHDWPHQW��
In some cases, patients were hospitalized. Patients 65 years 
of age or older and patients taking medications that can lead 
to volume depletion or hypotension may be at a higher risk 
of complications from severe diarrhea, nausea, or vomiting. 
Monitor patients who are more susceptible to complications 
of diarrhea or vomiting; advise patients to contact their 
healthcare provider. Consider Otezla dose reduction or 
suspension if patients develop severe diarrhea, nausea, or 
vomiting

•����'HSUHVVLRQ��&DUHIXOO\�ZHLJK�WKH�ULVNV�DQG�EHQHƬWV�RI�
treatment with Otezla for patients with a history of 
depression and/or suicidal thoughts/behavior, or in patients 
who develop such symptoms while on Otezla. Patients, 
caregivers, and families should be advised of the need to be 
alert for the emergence or worsening of depression, suicidal 
thoughts or other mood changes, and they should contact 
their healthcare provider if such changes occur

 o Plaque Psoriasis: Treatment with Otezla is associated with 
an increase in depression. During clinical trials in patients 
with moderate to severe plaque psoriasis, 1.3% (12/920) 
of patients reported depression compared to 0.4% (2/506) 
on placebo. Depression was reported as serious in 0.1% 
(1/1308) of patients exposed to Otezla, compared to none 
in placebo-treated patients (0/506). Suicidal behavior 
was observed in 0.1% (1/1308) of patients on Otezla, 
compared to 0.2% (1/506) on placebo. One patient treated 
with Otezla attempted suicide; one patient on placebo 
committed suicide

 o Psoriatic Arthritis: Treatment with Otezla is associated 
with an increase in depression. During clinical trials, 
1.0% (10/998) reported depression or depressed mood 

compared to 0.8% (4/495) treated with placebo. Suicidal 
ideation and behavior was observed in 0.2% (3/1441) of 
patients on Otezla, compared to none in placebo-treated 
patients. Depression was reported as serious in 0.2% 
(3/1441) of patients exposed to Otezla, compared to none 
in placebo-treated patients (0/495). Two patients who 
received placebo committed suicide compared to none  
on Otezla

 o Behçet’s Disease: Treatment with Otezla is associated 
with an increase in depression. During the clinical trial, 1% 
(1/104) reported depression or depressed mood compared 
to 1% (1/103) treated with placebo. No instances of suicidal 
ideation or behavior were reported in patients treated with 
Otezla or treated with placebo

•��:HLJKW�'HFUHDVH��0RQLWRU�ERG\�ZHLJKW�UHJXODUO\��HYDOXDWH�
XQH[SODLQHG�RU�FOLQLFDOO\�VLJQLƬFDQW�ZHLJKW�ORVV��DQG�FRQVLGHU�
discontinuation of Otezla

 o Plaque Psoriasis: Body weight loss of 5-10% occurred in 
12% (96/784) of patients with moderate to severe plaque 
psoriasis treated with Otezla and in 5% (19/382) of patients 
WUHDWHG�ZLWK�SODFHER��%RG\�ZHLJKW�ORVV�RI�ƨ����RFFXUUHG�
in 2% (16/784) of patients treated with Otezla compared to 
1% (3/382) of patients treated with placebo

 o Psoriatic Arthritis: Body weight loss of 5-10% was reported 
in 10% (49/497) of patients taking Otezla and in 3.3% 
(16/495) of patients taking placebo

 o Behçet’s Disease: Body weight loss of >5% was reported in 
4.9% (5/103) of patients taking Otezla and in 3.9% (4/102) 
of patients taking placebo

•   Drug Interactions: Apremilast exposure was decreased 
when Otezla was co-administered with rifampin, a strong 
&<3����HQ]\PH�LQGXFHU��ORVV�RI�2WH]OD�HƯFDF\�PD\�RFFXU��
Concomitant use of Otezla with CYP450 enzyme inducers (e.g., 
rifampin, phenobarbital, carbamazepine, phenytoin) is not 
recommended

Adverse Reactions 

•   Plaque Psoriasis:�7KH�PRVW�FRPPRQ�DGYHUVH�UHDFWLRQV��ƨ�����
are diarrhea, nausea, upper respiratory tract infection, and 
headache, including tension headache. Overall, the safety 
SURƬOH�RI�2WH]OD�LQ�SDWLHQWV�ZLWK�PLOG�WR�PRGHUDWH�SODTXH�
SVRULDVLV�ZDV�FRQVLVWHQW�ZLWK�WKH�VDIHW\�SURƬOH�SUHYLRXVO\�
established in adult patients with moderate to severe plaque 
psoriasis

•   Psoriatic Arthritis:�7KH�PRVW�FRPPRQ�DGYHUVH�UHDFWLRQV��ƨ�����
are diarrhea, nausea, and headache

•   Behçet’s Disease:�7KH�PRVW�FRPPRQ�DGYHUVH�UHDFWLRQV��ƨ������
are diarrhea, nausea, headache, and upper respiratory tract 
infection

8VH�LQ�6SHFLƬF�3RSXODWLRQV 

•   Otezla has not been studied in pregnant women. Advise 
pregnant women of the potential risk of fetal loss

Please click here for the full Prescribing Information  
IRU�2WH]OD�

https://www.pi.amgen.com/~/media/amgen/repositorysites/pi-amgen-com/otezla/otezla_pi_english.ashx
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