NEUROLOGY
N—‘ E-SCRIBE and FAX ENROLLMENT FORM

OBLE

HEALTH SERVICES [0 NOBLE NORTHEAST: t£-Scribe: NOBLE | Fax: 888-842-3977 | Tel: 888-843-2040
[0 NOBLE SOUTHEAST: E-Scribe: NOBLEMS/TRANSCRIPT | Fax: 601-420-4040 | Tel: 866-420-4041

Delivery Needed By: Deliver to: [_]Patient’s Home [ ]Physician’s Office [ ] Other:
Patient Name: ] Male Prescriber’s Name:

Street Address: []Female Office Contact Name:

City: State: _ Zip Code: Address:

Phone Number: City: State: _ Zip Code:
Email Address: Phone Number:

Last Four of Social: Date of Birth: Fax Number:

Translator Needed: []Yes [JNo Language: DEA/NPI #:

CLINICAL INFORMATION

‘ Diagnosis: Has the patient been treated previously
for this condition?
‘ ICD-10 Code: DYQS l:‘ No
Height: ft ins Weight: lbs Medications Failed:
‘Allergies: Medications On:
Other Notes:
PRESCRIPTION INFORMATION
Medication: Dosage/Strength: Directions: Quantity: Refills:
Aubagio® J 7mg [] Take one tablet once a day [ 28-day supply
] 14mg [] Other
Austedo® [ 6mg tablet O mg by mouth once daily [ 7-day supply
deutetrabenazine | [ | 9mg tablet | mg by mouth twice daily [J 30-day supply
[] 12mg tablet [] Other
Avonex® [ 30mcg vial [1 Inject 30mcg intramuscularly once a week [ 30-day supply
[] 30mcg syringe
[] 30mcg pen
Betaseron® 1 0.3mg vial [ Inject .25mg (Iml) SC every other day [ 28-day supply
[] Other
Botox® [] 100U [ Inject units as directed O vials
[] 200U
Copaxone® [ 20mg/ml [7 Inject 20mg SC daily O -day
[] 40mg/ml [] Inject 40mg SC three times a week supply
[] Other
dalfampridine [] 10mg extended-release tablet [] Take one tablet twice daily every 12 hours [ 30-day supply
[] Other
Elaprase® 1 é6mg/3ml [] Specified:
Extavia [ 0.3mg single-dose vial [ Inject .25mg (Iml) SC every other day [ 28-day supply
[] Other
[[] Patient is interested in patient support programs [] Ancillary supplies provided for administration
Physician Signature: Date:

NATIONALLY ACCREDITED. 100% EMPLOYEE OWNED.
www.noblehealthservices.com
Important Notice: This communication contains information that is confidential and protected from disclosure. If the reader of this message is not the intended recipient,

employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please reply to the sender that you have received the message in error and destroy this copy. Q420211
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Delivery Needed By: Deliver to: [ ] Patient’s Home [ ]Physician’s Office [_| Other:
Patient Name: ] Male Prescriber’s Name:

Street Address: [JFemale Office Contact Name:

City: State: _ Zip Code: Address:

Phone Number: City: State: _ Zip Code:
Email Address: Phone Number:

Last Four of Social: Date of Birth: Fax Number:

Translator Needed: []Yes [JNo Language: DEA/NPI #:

CLINICAL INFORMATION

‘ Diagnosis: Has the patient been treated previously
for this condition?
‘ ICD-10 Code: I:lYes I:l No
‘ Height: ft ins Weight: lbs Medications Failed:
‘Allergies: Medications On:
Other Notes:
PRESCRIPTION INFORMATION
Medication: Dosage/Strength: Directions: Quantity: Refills:
Gilenya® [ 0.5mg tablet [] Take one capsule once a day [7 30-day supply
[] Other
glatiramer [] 20mg/ml prefilled syringe 7 Inject 20mg/ml (1 syringe) SC once a day
acetate [J 40mg/ml prefilled syringe ] Inject 40mg/ml (1 syringe) SC three times a week and prefilled
injection at least 48 hours apart syringes
[ Other
Glatopa® [] 20mg/ml prefilled syringe [ Inject 20mg/ml (1 syringe) SC once a day
[J 40mg/ml prefilled syringe ] Inject 40mg/ml (1 syringe) SC three times a week and prefilled
at least 48 hours apart syringes
[ Other
Kesimpta® [] 20mg/0.4ml prefilled pen Loading Dose: O -day
[J Inject 20mg SC at weeks 0,1,2 supply

Maintenance Dose:
[J Inject 20mg SC monthly starting at week 4

Mayzent® [] 0.25mg tablet [] Img Dose Titration Schedule: O -day
[ 2 mg dose starter pack Days 1-2: 1x 0.25mg tab by mouth supply
[J 2 mg tablet Day 3: 2x 0.25mg tab by mouth

Day 4: 3x 0.25mg tab by mouth
Day 5: 4x 0.25mg tab by mouth
[] Img Dose Maintenance Schedule:
Day 6+: 4x 0.25mg tab by mouth once daily

[] 2mg Dose Titration Schedule:

Days 1-2: 1x 0.25mg tab by mouth

Day 3: 2x 0.25mg tab by mouth

Day 4: 3x 0.25mg tab by mouth

Day 5: 5x 0.25mg tab by mouth
[] 2mg Dose Maintenance Schedule:

Day 6+: 1x 2mg tab by mouth once daily
[] Other

[ Patient is interested in patient support programs [J Ancillary supplies provided for administration

Physician Signature: Date:

NATIONALLY ACCREDITED. 100% EMPLOYEE OWNED.
www.noblehealthservices.com
Important Notice: This communication contains information that is confidential and protected from disclosure. If the reader of this message is not the intended recipient,

employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please reply to the sender that you have received the message in error and destroy this copy. Q420211
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Delivery Needed By: Deliver to: [ ] Patient’s Home [ ]Physician’s Office [ ] Other:
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Patient Name: ] Male Prescriber’s Name:

Street Address: [JFemale Office Contact Name:

City: State: _ Zip Code: Address:

Phone Number: City: State: _ Zip Code:

Phone Number:
Fax Number:
DEA/NPI #:

Email Address:
Last Four of Social: Date of Birth:
Translator Needed: []Yes [JNo Language:

CLINICAL INFORMATION

Diagnosis: Has the patient been treated previously
for this condition?
ICD-10 Code: []Yes ] No
Height: ft ins Weight: lbs Medications Failed:
‘Allergies: Medications On:
Other Notes:
PRESCRIPTION INFORMATION
Medication: Dosage/Strength: Directions: Quantity: Refills:
Novantrone [] 20mg/10mi [l mg (12 mg/m?2) IV every 3 months
[ 25mg/12.5ml [] Other
[J 30mg/15ml
Nurtec [] 75mg orally disintegrating tablet [] Take 1 tablet (75mg) by mouth once daily AS NEEDED O tablets
for ACUTE treatment of migraine. Not to exceed 18
doses per month.
[] Take 1tablet (75mg) by mouth once every other day for
PREVENTION of episodic migraine. Not to exceed 18
doses per month.
Ocrevus® [] 300mg/10ml single-dose vial Loading Dose: O vials
[J 300mg IV infusion, followed 2 weeks later by a
second 300mg IV infusion
Maintenance Dose:
[] 600mg IV infusion every 6 months
*Each dose must be diluted prior to administration
Plegridy® [] Starter Pack Loading Dose:
(63mcg and 94mcg) Prefilled Syringes [J Inject 63 mcg SC once on day 1, inject 94mcg SC on
[] Starter Pack day 15, then inject 125mcg SC on day 29 and every 2
(63mcg and 94mcg) Autoinjectors weeks thereafter
[] 125mcg/0.5ml prefilled syringe Maintenance Dose:
[] 125mcg/0.5ml autoinjector [] Inject 125mcg SC every 2 weeks
Qulipta [] 10mg tablet [] Take mg by mouth once daily [7 30-day supply
[] 30mg tablet [] 90-day supply
[] 60mg tablet
Rebif® [ 22 mcg prefilled syringe [ Inject mcg SC three times a week
[J 44 mcg prefilled syringe [] Other

[] Patient is interested in patient support programs

[0 Ancillary supplies provided for administration

Physician Signature:

Date:
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is strictly prohibited. If you have received this communication in error, please reply to the sender that you have received the message in error and destroy this copy. Q420211
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Email Address: Phone Number:
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Diagnosis: Has the patient been treated previously
for this condition?

|CD'1O COde: D Yes D No
Height: ft ins Weight: lbs Medications Failed:
‘Allergies: Medications On:

Other Notes:

PRESCRIPTION INFORMATION
Medication: Dosage/Strength: Directions: Quantity: Refills:

Rebif® [] 44 mcg/0.5ml prefilled syringe [] Inject 44mcg subcuteanously three times a week

Rebidose [] Other

Rebif® [ 8.8mcg/0.2ml-22mcg/0.5ml [] Titration Schedule: [7 30-day supply

Rebidose Weeks 1-2: 4.4mcg (0.Iml) SC three times a week

Titration Weeks 3-4: 1Imcg (0.25ml) SC three times a week

Week 5+: 22mcg (.5ml) SC three times a week

[] Titration Schedule:
Week 1-2: 8.8mcg (0.Iml) SC three times a week
Week 3-4: 22mcg (0.25ml) SC three times a week
Week 5+: 44mcg (.5ml) SC three times a week

[] Other
Rebif® [] 8.8mcg/0.2ml-22mcg/0.5ml [] Titration Schedule:
Syringe Weeks 1-2: 4.4mcg (0.Iml) SC three times a week
Titration Weeks 3-4: 1Tmcg (0.25ml) SC three times a week

Week 5+: 22mcg (.5ml) SC three times a week

[] Titration Schedule:
Week 1-2: 8.8mcg (0.Iml) SC three times a week
Week 3-4: 22mcg (0.25ml) SC three times a week
Week 5+: 44mcg (.5ml) SC three times a week

[] Other
Tecfidera® [] 120mg delayed-release capsule [] Take 120mg by mouth twice daily for seven days [1 14 capsules
dimethyl fumarate [] 240mg delayed-release capsule [] Take 240mg by mouth twice daily | -day
[] Other supply
Generic Only
[ Patient is interested in patient support programs [J Ancillary supplies provided for administration
Physician Signature: Date:

NATIONALLY ACCREDITED. 100% EMPLOYEE OWNED.
www.noblehealthservices.com
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PRESCRIPTION INFORMATION
Medication: Dosage/Strength: Directions: Quantity: Refills:
Xenazine® [] 12.5mg tablet O mg by mouth once daily [ 7-day supply
tetrabenazine [] 25mg tablet O mg by mouth twice daily [J 30-day supply
[] Other

Generic Only

vigabatrin [] 500mg packet - powder for O mg by mouth twice a day O packets
solution formulation only

Zeposia [] 7-day Starter Pack (4 capsules of 0.23mg and [ Take 0.23mg capsule by mouth once daily on days 1-4, [ 1 Starter
3 capsules of 0.46mg) then 0.46mg capsule once daily on days 5-7 Pack (7-day

[] Starter Kit (4 capsules of 0.23mg, 3 capsules [] Take 0.23mg capsule by mouth once daily on days 1-4, supply)

of 0.46mg, and 1 bottle containing 30 capsules then 0.46mg capsule once daily on days 5-7, then [ 1 Starter
of 0.92mg) 0.92mg capsule once daily starting on day 8 Kit (37-day

[] 0.92mg capsules [] Take 0.92mg capsule by mouth once daily supply)

[ 30-day supply
[J 90-day supply

Other

[ Patient is interested in patient support programs [J Ancillary supplies provided for administration
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	NOBLE NORTHEAST EScribe NOBLE  Fax 8888423977  Tel 8888432040: Off
	NOBLE SOUTHEAST EScribe NOBLEMSTRANSCRIPT  Fax 6014204040  Tel 8664204041: Off
	Delivery Needed By: 
	Patients Home: Off
	Physicians Office: Off
	undefined: Off
	Other: 
	Patient Name: 
	undefined_2: Off
	Prescribers Name: 
	Street Address: 
	Office Contact Name: 
	City: 
	State: 
	Zip Code: 
	Address: 
	Phone Number: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Email Address: 
	Phone Number_2: 
	Last Four of Social: 
	Date of Birth: 
	Fax Number: 
	Yes: Off
	undefined_3: Off
	No  Language: 
	DEANPI: 
	Diagnosis: 
	ICD10 Code: 
	for this condition: Off
	Height: 
	ft: 
	ins Weight: 
	lbs Medications Failed: 
	Allergies: 
	Medications On: 
	Other Notes: 
	undefined_4: Off
	undefined_5: Off
	Take one tablet once a day Other: 
	undefined_6: Off
	undefined_7: Off
	28day supply: Off
	Refills28day supply: 
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	undefined_11: Off
	undefined_12: Off
	undefined_13: Off
	1: 
	2: 
	mg by mouth once daily  mg by mouth twice daily Other: 
	7day supply: Off
	30day supply: Off
	Refills7day supply 30day supply: 
	undefined_14: Off
	undefined_15: Off
	undefined_16: Off
	undefined_17: Off
	30day supply_2: Off
	Refills30day supply: 
	undefined_18: Off
	Inject 25mg 1ml SC every other day: Off
	Other_2: Off
	28day supply_2: Off
	Refills28day supply_2: 
	undefined_19: Off
	undefined_20: Off
	undefined_21: Off
	undefined_22: Off
	undefined_23: 
	Refillsvials: 
	undefined_24: Off
	undefined_25: Off
	Inject 20mg SC daily Inject 40mg SC three times a week Other: 
	undefined_26: Off
	undefined_27: Off
	undefined_28: Off
	undefined_29: Off
	Refillsday supply: 
	undefined_30: Off
	Take one tablet twice daily every 12 hours Other: 
	undefined_31: Off
	undefined_32: Off
	30day supply_3: Off
	Refills30day supply_2: 
	undefined_33: Off
	Specified: Off
	RefillsSpecified: 
	undefined_34: Off
	Inject 25mg 1ml SC every other day Other: 
	undefined_35: Off
	undefined_36: Off
	28day supply_3: Off
	Refills28day supply_3: 
	Patient is interested in patient support programs: Off
	Ancillary supplies provided for administration: Off
	Date: 
	NOBLE NORTHEAST EScribe NOBLE  Fax 8888423977  Tel 8888432040_2: Off
	NOBLE SOUTHEAST EScribe NOBLEMSTRANSCRIPT  Fax 6014204040  Tel 8664204041_2: Off
	Delivery Needed By_2: 
	Patients Home_2: Off
	Physicians Office_2: Off
	Other_3: Off
	undefined_37: 
	Patient Name_2: 
	undefined_38: Off
	Prescribers Name_2: 
	Street Address_2: 
	Office Contact Name_2: 
	City_3: 
	State_3: 
	Zip Code_3: 
	Address_2: 
	Phone Number_3: 
	City_4: 
	State_4: 
	Zip Code_4: 
	Email Address_2: 
	Phone Number_4: 
	Last Four of Social_2: 
	Date of Birth_2: 
	Fax Number_2: 
	Yes_3: Off
	No  Language_2: Off
	undefined_39: 
	DEANPI_2: 
	Diagnosis_2: 
	ICD10 Code_2: 
	for this condition_2: Off
	Height_2: 
	ft_2: 
	Weight: 
	Medications Failed: 
	Allergies_2: 
	Medications On_2: 
	Other Notes_2: 
	undefined_40: Off
	Take one capsule once a day Other: 
	undefined_41: Off
	undefined_42: Off
	30day supply_4: Off
	Refills30day supply_3: 
	20mgml prefilled syringe: Off
	40mgml prefilled syringe: Off
	Inject 20mgml 1 syringe SC once a day: Off
	Inject 40mgml 1 syringe SC three times a week and: Off
	Other_4: Off
	undefined_43: Off
	Refillsprefilled syringes: 
	20mgml prefilled syringe_2: Off
	40mgml prefilled syringe_2: Off
	Inject 20mgml 1 syringe SC once a day_2: Off
	Inject 40mgml 1 syringe SC three times a week and_2: Off
	Other_5: Off
	undefined_44: Off
	Refillsprefilled syringes_2: 
	20mg04ml prefilled pen_2: Off
	undefined_45: Off
	Inject 20mg SC at weeks 012: Off
	Inject 20mg SC monthly starting at week 4: Off
	Refillsday supply_2: 
	025mg tablet: Off
	2 mg dose starter pack: Off
	2 mg tablet: Off
	1mg Dose Titration Schedule: Off
	1mg Dose Maintenance Schedule: Off
	2mg Dose Titration Schedule: Off
	2mg Dose Maintenance Schedule: Off
	Other_6: Off
	undefined_46: Off
	Refillsday supply_3: 
	Patient is interested in patient support programs_2: Off
	Ancillary supplies provided for administration_2: Off
	Date_2: 
	NOBLE NORTHEAST EScribe NOBLE  Fax 8888423977  Tel 8888432040_3: Off
	NOBLE SOUTHEAST EScribe NOBLEMSTRANSCRIPT  Fax 6014204040  Tel 8664204041_3: Off
	Delivery Needed By_3: 
	Patients Home_3: Off
	Physicians Office_3: Off
	Other_7: Off
	undefined_47: 
	Patient Name_3: 
	undefined_48: Off
	Prescribers Name_3: 
	Street Address_3: 
	Office Contact Name_3: 
	City_5: 
	State_5: 
	Zip Code_5: 
	Address_3: 
	Phone Number_5: 
	City_6: 
	State_6: 
	Zip Code_6: 
	Email Address_3: 
	Phone Number_6: 
	Last Four of Social_3: 
	Date of Birth_3: 
	Fax Number_3: 
	Yes_5: Off
	No  Language_3: Off
	undefined_49: 
	DEANPI_3: 
	Diagnosis_3: 
	ICD10 Code_3: 
	for this condition_3: Off
	Height_3: 
	ft_3: 
	Weight_2: 
	Medications Failed_2: 
	Allergies_3: 
	Medications On_3: 
	Other Notes_3: 
	mg 12 mgm2 IV every 3 months: 
	undefined_50: Off
	undefined_51: Off
	undefined_52: Off
	undefined_53: Off
	Other_8: Off
	Quantitymg 12 mgm2 IV every 3 months Other: 
	Refillsmg 12 mgm2 IV every 3 months Other: 
	75mg orally disintegrating tablet_2: Off
	Take 1 tablet 75mg by mouth once daily AS NEEDED: Off
	Take 1 tablet 75mg by mouth once every other day for: Off
	undefined_54: Off
	tablets: 
	Refillstablets: 
	300mg10ml singledose vial_2: Off
	undefined_55: Off
	vials: 
	300mg IV infusion followed 2 weeks later by a: Off
	600mg IV infusion every 6 months: Off
	Refillsvials_2: 
	Starter Pack: Off
	Starter Pack_2: Off
	125mcg05ml prefilled syringe: Off
	125mcg05ml autoinjector: Off
	Inject 63 mcg SC once on day 1 inject 94mcg SC  on: Off
	Inject 125mcg SC every 2 weeks: Off
	vialsLoading Dose Inject 63 mcg SC once on day 1 inject 94mcg SC  on day 15 then inject 125mcg SC on day 29 and every 2 weeks thereafter Maintenance Dose Inject 125mcg SC every 2 weeks: 
	RefillsLoading Dose Inject 63 mcg SC once on day 1 inject 94mcg SC  on day 15 then inject 125mcg SC on day 29 and every 2 weeks thereafter Maintenance Dose Inject 125mcg SC every 2 weeks: 
	undefined_56: Off
	undefined_57: Off
	undefined_58: Off
	Take: Off
	30day supply_5: Off
	90day supply: Off
	Refills30day supply 90day supply: 
	mcg SC three times a week: 
	undefined_59: Off
	undefined_60: Off
	Inject: Off
	Other_9: Off
	30day supply 90day supplyInject mcg SC three times a week Other: 
	RefillsInject mcg SC three times a week Other: 
	Patient is interested in patient support programs_3: Off
	Ancillary supplies provided for administration_3: Off
	Date_3: 
	NOBLE NORTHEAST EScribe NOBLE  Fax 8888423977  Tel 8888432040_4: Off
	NOBLE SOUTHEAST EScribe NOBLEMSTRANSCRIPT  Fax 6014204040  Tel 8664204041_4: Off
	Delivery Needed By_4: 
	Patients Home_4: Off
	Physicians Office_4: Off
	Other_10: Off
	undefined_61: 
	Patient Name_4: 
	undefined_62: Off
	Prescribers Name_4: 
	Street Address_4: 
	Office Contact Name_4: 
	City_7: 
	State_7: 
	Zip Code_7: 
	Address_4: 
	Phone Number_7: 
	City_8: 
	State_8: 
	Zip Code_8: 
	Email Address_4: 
	Phone Number_8: 
	Last Four of Social_4: 
	Date of Birth_4: 
	Fax Number_4: 
	Yes_7: Off
	No  Language_4: Off
	undefined_63: 
	DEANPI_4: 
	Diagnosis_4: 
	ICD10 Code_4: 
	for this condition_4: Off
	Height_4: 
	ft_4: 
	Weight_3: 
	Medications Failed_3: 
	Allergies_4: 
	Medications On_4: 
	Other Notes_4: 
	undefined_64: Off
	Inject 44mcg subcuteanously three times a week: Off
	Other_11: Off
	QuantityInject 44mcg subcuteanously three times a week Other: 
	RefillsInject 44mcg subcuteanously three times a week Other: 
	88mcg02ml22mcg05ml: Off
	Titration Schedule: Off
	Titration Schedule_2: Off
	Other_12: Off
	30day supply_6: Off
	Refills30day supply_4: 
	88mcg02ml22mcg05ml_3: Off
	Titration Schedule_3: Off
	Titration Schedule_4: Off
	Other_13: Off
	30day supplyTitration Schedule Weeks 12 44mcg 01ml SC three times a week Weeks 34 11mcg 025ml SC three times a week Week 5 22mcg 5ml SC three times a week Titration Schedule Week 12 88mcg 01ml SC three times a week Week 34 22mcg 025ml SC three times a week Week 5 44mcg 5ml  SC three times a week Other: 
	RefillsTitration Schedule Weeks 12 44mcg 01ml SC three times a week Weeks 34 11mcg 025ml SC three times a week Week 5 22mcg 5ml SC three times a week Titration Schedule Week 12 88mcg 01ml SC three times a week Week 34 22mcg 025ml SC three times a week Week 5 44mcg 5ml  SC three times a week Other: 
	undefined_65: Off
	undefined_66: Off
	undefined_67: Off
	undefined_68: Off
	undefined_69: Off
	14 capsules: Off
	undefined_70: Off
	Take 120mg by mouth twice daily for seven days Take 240mg by mouth twice daily Other: 
	Refills14 capsules  day supply: 
	Patient is interested in patient support programs_4: Off
	Ancillary supplies provided for administration_4: Off
	Date_4: 
	NOBLE NORTHEAST EScribe NOBLE  Fax 8888423977  Tel 8888432040_5: Off
	NOBLE SOUTHEAST EScribe NOBLEMSTRANSCRIPT  Fax 6014204040  Tel 8664204041_5: Off
	Delivery Needed By_5: 
	Patients Home_5: Off
	Physicians Office_5: Off
	Other_14: Off
	undefined_71: 
	Patient Name_5: 
	undefined_72: Off
	Prescribers Name_5: 
	Street Address_5: 
	Office Contact Name_5: 
	City_9: 
	State_9: 
	Zip Code_9: 
	Address_5: 
	Phone Number_9: 
	City_10: 
	State_10: 
	Zip Code_10: 
	Email Address_5: 
	Phone Number_10: 
	Fax Number_5: 
	Last Four of Social_5: 
	Date of Birth_5: 
	DEANPI_5: 
	Diagnosis_5: 
	ICD10 Code_5: 
	for this condition_5: Off
	Height_5: 
	ft_5: 
	ins Weight_2: 
	lbs Medications Failed_2: 
	Allergies_5: 
	Medications On_5: 
	Other Notes_5: 
	undefined_73: Off
	undefined_74: Off
	undefined_75: Off
	undefined_76: Off
	undefined_77: Off
	1_2: 
	2_2: 
	7day supply_2: Off
	30day supply_7: Off
	mg by mouth once daily  mg by mouth twice daily Other_2: 
	Refills7day supply 30day supply_2: 
	undefined_78: Off
	undefined_79: Off
	undefined_80: 
	undefined_81: Off
	packets: 
	Refillspackets: 
	7day Starter Pack 4 capsules of 023mg and: Off
	Starter Kit 4 capsules of 023mg 3 capsules: Off
	092mg capsules: Off
	Take 023mg capsule by mouth once daily on days 14: Off
	Take 023mg capsule by mouth once daily on days 14_2: Off
	Take 092mg capsule by mouth once daily: Off
	1 Starter: Off
	1 Starter_2: Off
	30day supply_8: Off
	90day supply_2: Off
	Refills1 Starter Pack 7day supply 1 Starter Kit 37day supply 30day supply 90day supply: 
	7day Starter Pack 4 capsules of 023mg and 3 capsules of 046mg Starter Kit 4 capsules of 023mg 3 capsules of 046mg and 1 bottle containing 30 capsules of 092mg 092mg capsulesOther: 
	Take 023mg capsule by mouth once daily on days 14 then 046mg capsule once daily on days 57 Take 023mg capsule by mouth once daily on days 14 then 046mg capsule once daily on days 57 then 092mg capsule once daily starting on day 8 Take 092mg capsule by mouth once dailyOther: 
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