
OtezlaPro.com resources

Prescribing Information

Otezla Prescribing Information

Additional resources are 
available on OtezlaPro.com 
to help your patients start 

and stay on treatment

• Formulary Coverage Page: A list of plans that cover Otezla® (apremilast), including their step-edit status

• Prescribing Otezla Page: Useful steps to help patients get started on treatment

• Co-pay and Patient Support Page: Find patient support information, which is also detailed on the back of this piece

• Resource Center Page: A hub for downloadable resources. Below are the most frequently requested resources:

On the homepage, click on the “Resources” drop-down menu to find: 

HELPFUL RESOURCES
FOR YOU AND YOUR PATIENTS

at OtezlaPro.com

FAX COMPLETED FORM TO 1-844-269-3053 
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Confidentiality Note: This message is strictly confidential. It is intended only for the use of the addressee(s) named above. Dissemination, distribution, copying or use of this 
message, other than by such addressee(s), is strictly prohibited. If you have received this message in error, please immediately notify us by telephone at 1-855-554-9168 and 
return the original to us at the address above. 05/20 US-OTZ-20-0682 

 

Thank you for your interest in the Amgen Patient Assistance Program for Otezla® (apremilast). 

The Amgen Patient Assistance Program for Otezla provides no-cost medication to patients who meet specific program eligibility requirements.  
Please complete, sign, and submit this application form in order to begin the evaluation process for enrollment. 

To prevent processing delays, all fields of this application must be completed and submitted with copies of all required financial documents. 
Do not send original documents as they will not be returned. 

No Prescription Coverage for Otezla Medicare Part D Coverage 

If you do not have prescription drug coverage, or Otezla is not covered 
by your plan, you may be eligible for the Amgen Patient Assistance 
Program for Otezla. If eligible, your enrollment will expire after twelve 
(12) months.

If you have Medicare Part D, you may be eligible for the Amgen 
Patient Assistance Program for Otezla. If eligible, your enrollment 
will expire on December 31st. 

Program eligibility criteria 

To be eligible, uninsured or underinsured patients must meet the following criteria: 

o  FDA-approved diagnosis 
o  Be a permanent resident of the United States
o  Medicare-eligible beneficiaries must have enrolled in a Medicare Part D plan or other creditable coverage
o Annual family gross income is equal to or less than the Annual Income Guidelines (adjusted gross income is not accepted)

2020 Poverty Guidelines* 
     Persons in Family/Household   All States and DC     Hawaii  Alaska 

1       $51,040 $58,720 $63,800 

2 $68,960 $79,320 $86,200 

3 $86,880 $99,920 $108,600 

4 $104,800 $120,520 $131,000 

5 $122,720 $141,120 $153,400 

6 $140,640 $161,720 $175,800 

*Please note: The income limits are 400 percent of the 2019 Federal Poverty Level (FPL). You may visit https://aspe.hhs.gov/poverty-guidelines for information on 
Federal Poverty Level guidelines. 2020 Federal Poverty Level may change yearly. 

In order to begin the application process, please complete the following steps: 

Provider: 

o   Complete Section B of this application, including the required signature

Patient:
o  Complete and sign Section A of this application

o  Provide a copy of the front and back of your insurance card(s), if applicable

o  Proof of household income is required to determine eligibility for assistance. Proof of income should include a copy of your most recent federal tax return 
documents (1040, 1040A, 1040EZ, or 1099s), W-2 form(s), Social Security Disability Income (SSDI), and Social Security Income (SSI) for all household 
members who contribute to your family's income

o  If you have $0 income, you must provide a written letter of explanation on how you are being supported

o  Fax the completed application and required financial documents to Amgen Patient Assistance Program for Otezla at 1-844-269-3053. If you do not 
have access to a fax machine, please mail documents to the Amgen Patient Assistance Program for Otezla at P.O. box  503227, San Diego, CA 92150 

If you have any questions regarding this application, please call us at 1-855-554-9168, Monday–Friday, 8:00AM–8:00PM ET. 
 
 

      Please see Indications and Important Safety Information starting on page 3, and Full Prescribing Information here.  

Please see Indications and Important Safety Information on last page 
and Full Prescribing Information here.
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Helpful tips to prevent delays in the prescription-ordering process for your patients

Be sure to fill out the Otezla START Form for Specialty Pharmacy and the  
HIPAA Authorization to Share Health Information accurately and completely

Questions? Call Otezla SupportPlus™ at 1-844-4OTEZLA (1-844-468-3952)  
8AM–8PM ET, Monday–Friday.

Otezla® (apremilast) START Form Guide

Follow the 4 steps inside to get started

STEP 3: SELECT BRIDGE (IF APPLICABLE)†

START Form

Section 1: Patient Information

Section 2: Insurance Information

Section 3: Clinical Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 4: Prescription for OTEZLA® (apremilast) FOR ORAL USE (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 5: Prescriber Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

STEP 1: SELECT TITRATION STEP 2: SELECT MAINTENANCE DOSE1 2 3

No P.O. Box

Step 1. Please complete all fields on this form (to prevent delays in processing).

Step 2. Fax this form and copies of both sides of insurance and pharmacy benefit cards to the specialty pharmacy (SP)
of your choice or to Otezla SupportPlusTM.
FAX #____________________________________ Preferred SP NAME ___________________________ 

For assistance or more information, please visit otezlapro.com or call 1-844-4OTEZLA (1-844-468-3952).

Name (First, MI, Last) ____________________________________________________ Last 4 digits of SS #_______________  Date of birth _____  / _____  / ________  Male    Female

Address _______________________________________________________________________  City_______________ ____________________  State ________  ZIP ______________________

Home phone _______________________________________________________  Mobile phone ______________________________________________________  OK to leave message

Email address ____________________________________ Preferred number:   Home  Mobile                                        Preferred time:   Morning   Afternoon   Evening

Insurance card attached    Pharmacy benefit card attached    Patient has no insurance   Patient has secondary insurance

Primary insurance name ______________________________   Policy # __________________________   Group # ________________________    Insurance phone _____________________

Policyholder name (First, MI, Last) ____________________________________________ Pharmacy Benefit Manager (PBM) ____________________ PBM phone ____________________

Rx Member ID _________________ Rx PCN (if applicable) _______________________ Rx Group ID ______________________ Rx BIN (if applicable) ______________________________

 If eligible, I would like to enroll in the Otezla Co-pay program.
I understand that co-pay assistance is only available for commercially insured patients and does not apply if I have prescription drug coverage through a federal, state, VA or similar program.

I have read and agreed to the attached HIPAA Authorization to Share Health Information accompanying this form.

Patient/patient representative signature   _______________________________________________________________________    Date (MM/DD/YYYY) _____  / _____  /________ 

 (If signed by patient representative, please explain authority to act on behalf of the patient) _______________________________________________________________________________________________

PRIMARY DIAGNOSIS/ L40.50 (Arthropathic psoriasis, unspecified) L40.0 (Psoriasis vulgaris)  %BSA Affected _________________________________
ICD-10-CM Code: L40.51 (Distal interphalangeal psoriatic arthropathy) L40.8 (Other psoriasis)  %BSA Affected ___________________________________

L40.52 (Psoriatic arthritis mutilans) L40.9 (Psoriasis, unspecified)  %BSA Affected _____________________________
L40.53 (Psoriatic spondylitis) M35.2 (Behçet’s Disease)
L40.59 (Other psoriatic arthropathy)

AFFECTED AREA(S) (For PsO ONLY): Hands Arms Nails Trunk Feet Legs Scalp Groin Other _____________

PREVIOUS/CURRENT TREATMENT:
Medication Duration/Reason for D/C Medication Duration/Reason for D/C

  Methotrexate ____________________________________   Biologics _______________________________________ ______________________________________________
 Cyclosporine ____________________________________  Topicals _______________________________________ ______________________________________________
 Sulfasalazine ____________________________________  Other _______________________________________ ______________________________________________
 Acitretin ____________________________________ _______________________________________ ______________________________________________
 PUVA or UV ____________________________________ ADDITIONAL MEDICAL JUSTIFICATION _______________________________________________________________

 Colchicine ____________________________________

Name (First , Last) _ _________________________________________________________________________  Facility name __________________________________________________________

Address __________________________________________________________________________________ City__________________________________ State ________  ZIP _______________

Phone _____________________  Fax______________________  NPI #___________________  DEA # ___________________  Office contact ____________________________________________

______________________________________________ Best time to contact: Morning             Afternoon

PRESCRIBER AUTHORIZATION*
By signing this START Form I certify that I have prescribed Otezla® (apremilast) based on my professional judgment of medical necessity and that I will supervise the patient’s medical treatment. I authorize the release of 
medical and/or other patient information relating to Otezla therapy to agents and service providers of Amgen (including but not limited to Covance Specialty Pharmacy and Otezla-dispensing pharmacies) to use and 
disclose as necessary for fulfillment of the prescription and to furnish any information on this form to the insurer of the above-named patient.

Prescriber signature (dispense as written) ___________________________________________________________________________________ Date ______  / ______  / _______

Supervising physician signature and date (where required) __________________________________________________________________ Date ______  / ______  / _______

Signature stamps not acceptable. *If required by applicable law, please attach copies of all prescriptions on official state prescription forms.

OTEZLA SUPPORTPLUS™  Fax: 1-855-850-2955   |   Phone: 1-844-468-3952

Starter Pack (Titration) Rx for Otezla

4-WEEK STARTER PACK*
x28 days, 55 tablets, 0 refills

PRESCRIBER PROVIDED PATIENT WITH
2-WEEK STARTER PACK SAMPLE
x14 days, 27 tablets, 0 refills
Date provided ____  / ____  / _______

Additional information 
________________________________________________
________________________________________________

*Titration Starter Pack Rx is only for patients who did not receive
a titration sample during their office visit. The specialty pharmacy
will notify the patient via telephone prior to each shipment.

Bridge Rx—30 mg of Otezla

TWICE DAILY
x14 days, 28 tablets, 12 refills

ONCE DAILY renal dose 30 mg
x28 days, 28 tablets, 6 refills

†Bridge Rx is at no cost for eligible commercially insured, on-label
diagnosed patients only, and is not contingent on purchase
requirements of any kind. Bridge Rx is not available to enrollees
in Medicare, Medicaid, and other federal and state programs
intended to support continuation of prescribed therapy if there
is a delay in determining whether commercial prescription
coverage is available. In Step 1, please indicate if you provided
the patient with the 2-week Starter Pack sample, or if the
4-week Starter Pack needs to be dispensed.

Maintenance Rx—30 mg of Otezla

x30 days x90 days

TWICE DAILY

ONCE DAILY renal dose 30 mg
(For patients with severe renal impairment)

Refills:   11      Other amount (enter #) _____

Special instructions
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

© 2019 Amgen Inc. All rights reserved
05/20  US-OTZ-20-0605

P
LE

A
S

E
 D

O
 N

O
T

 W
R

IT
E

 I
N

 T
H

E
 M

A
R

G
IN

S
 -

 I
N

FO
R

M
A

T
IO

N
 C

A
N

 B
E

 M
IS

S
E

D
 O

R
 C

U
T

 O
F

F

P
LE

A
S

E
 D

O
 N

O
T

 W
R

IT
E

 I
N

 T
H

E
 M

A
R

G
IN

S
 -

 I
N

FO
R

M
A

T
IO

N
 C

A
N

 B
E

 M
IS

S
E

D
 O

R
 C

U
T

 O
F

F

STEP 3: SELECT BRIDGE (IF APPLICABLE)†

START Form

Section 1: Patient Information

Section 2: Insurance Information

Section 3: Clinical Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 4: Prescription for OTEZLA® (apremilast) FOR ORAL USE (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 5: Prescriber Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

STEP 1: SELECT TITRATION STEP 2: SELECT MAINTENANCE DOSE1 2 3

No P.O. Box

Step 1. Please complete all fields on this form (to prevent delays in processing).

Step 2.  Fax this form and copies of both sides of insurance and pharmacy benefit cards to the specialty pharmacy (SP) 
of your choice or to Otezla SupportPlusTM. 
FAX #____________________________________ Preferred SP NAME ___________________________ 

For assistance or more information, please visit otezlapro.com or call 1-844-4OTEZLA (1-844-468-3952).

Name (First, MI, Last) ____________________________________________________ Last 4 digits of SS #_______________  Date of birth _____ / _____ / ________ Male    Female

Address _______________________________________________________________________  City___________________________________  State ________  ZIP ______________________

Home phone _______________________________________________________  Mobile phone ______________________________________________________  OK to leave message

Email address ____________________________________ Preferred number:   Home  Mobile Preferred time:   Morning   Afternoon   Evening

Insurance card attached    Pharmacy benefit card attached    Patient has no insurance   Patient has secondary insurance

Primary insurance name ______________________________   Policy # __________________________   Group # ________________________    Insurance phone _____________________

Policyholder name (First, MI, Last) ____________________________________________ Pharmacy Benefit Manager (PBM) ____________________ PBM phone ____________________

Rx Member ID _________________ Rx PCN (if applicable) _______________________ Rx Group ID ______________________ Rx BIN (if applicable) ______________________________

 If eligible, I would like to enroll in the Otezla Co-pay program.
I understand that co-pay assistance is only available for commercially insured patients and does not apply if I have prescription drug coverage through a federal, state, VA or similar program.

I have read and agreed to the attached HIPAA Authorization to Share Health Information accompanying this form.

Patient/patient representative signature   _______________________________________________________________________    Date (MM/DD/YYYY) _____  / _____  /________ 

 (If signed by patient representative, please explain authority to act on behalf of the patient) _______________________________________________________________________________________________

PRIMARY DIAGNOSIS/ L40.50 (Arthropathic psoriasis, unspecified) L40.0 (Psoriasis vulgaris)  %BSA Affected _________________________________
ICD-10-CM Code: L40.51 (Distal interphalangeal psoriatic arthropathy) L40.8 (Other psoriasis)  %BSA Affected ___________________________________

L40.52 (Psoriatic arthritis mutilans) L40.9 (Psoriasis, unspecified)  %BSA Affected _____________________________
L40.53 (Psoriatic spondylitis) M35.2 (Behçet’s Disease)
L40.59 (Other psoriatic arthropathy)

AFFECTED AREA(S) (For PsO ONLY): Hands Arms Nails Trunk Feet Legs Scalp Groin Other _____________

PREVIOUS/CURRENT TREATMENT:
Medication Duration/Reason for D/C Medication Duration/Reason for D/C

  Methotrexate ____________________________________   Biologics _______________________________________ ______________________________________________
 Cyclosporine ____________________________________  Topicals _______________________________________ ______________________________________________
 Sulfasalazine ____________________________________  Other _______________________________________ ______________________________________________
 Acitretin ____________________________________ _______________________________________ ______________________________________________
 PUVA or UV ____________________________________ ADDITIONAL MEDICAL JUSTIFICATION _______________________________________________________________

 Colchicine ____________________________________

Name (First , Last) _ _________________________________________________________________________  Facility name __________________________________________________________

Address __________________________________________________________________________________ City__________________________________ State ________  ZIP _______________

Phone _____________________  Fax______________________  NPI #___________________  DEA # ___________________  Office contact ____________________________________________

______________________________________________ Best time to contact: Morning             Afternoon

PRESCRIBER AUTHORIZATION*
By signing this START Form I certify that I have prescribed Otezla® (apremilast) based on my professional judgment of medical necessity and that I will supervise the patient’s medical treatment. I authorize the release of 
medical and/or other patient information relating to Otezla therapy to agents and service providers of Amgen (including but not limited to Covance Specialty Pharmacy and Otezla-dispensing pharmacies) to use and 
disclose as necessary for fulfillment of the prescription and to furnish any information on this form to the insurer of the above-named patient.

Prescriber signature (dispense as written) ___________________________________________________________________________________ Date ______  / ______  / _______

Supervising physician signature and date (where required) __________________________________________________________________ Date ______  / ______  / _______

Signature stamps not acceptable. *If required by applicable law, please attach copies of all prescriptions on official state prescription forms.

OTEZLA SUPPORTPLUS™  Fax: 1-855-850-2955   |   Phone: 1-844-468-3952

Starter Pack (Titration) Rx for Otezla

4-WEEK STARTER PACK*
x28 days, 55 tablets, 0 refills

PRESCRIBER PROVIDED PATIENT WITH
2-WEEK STARTER PACK SAMPLE
x14 days, 27 tablets, 0 refills
Date provided ____  / ____  / _______

Additional information 
________________________________________________
________________________________________________

*Titration Starter Pack Rx is only for patients who did not receive
a titration sample during their office visit. The specialty pharmacy
will notify the patient via telephone prior to each shipment.

Bridge Rx—30 mg of Otezla

TWICE DAILY
x14 days, 28 tablets, 12 refills

ONCE DAILY renal dose 30 mg
x28 days, 28 tablets, 6 refills

†Bridge Rx is at no cost for eligible commercially insured, on-label
diagnosed patients only, and is not contingent on purchase
requirements of any kind. Bridge Rx is not available to enrollees
in Medicare, Medicaid, and other federal and state programs
intended to support continuation of prescribed therapy if there
is a delay in determining whether commercial prescription
coverage is available. In Step 1, please indicate if you provided
the patient with the 2-week Starter Pack sample, or if the
4-week Starter Pack needs to be dispensed.

Maintenance Rx—30 mg of Otezla

x30 days x90 days

TWICE DAILY

ONCE DAILY renal dose 30 mg
(For patients with severe renal impairment)

Refills:   11      Other amount (enter #) _____

Special instructions
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

© 2019 Amgen Inc. All rights reserved
05/20  US-OTZ-20-0605
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© 2020 Amgen Inc. All rights reserved. 
05/20 US-OTZ-20-0605

* By providing my phone number, I consent to Amgen calling and texting me at the phone number(s) I have provided with promotional communications relating to Amgen products and services and/or my 
condition or treatment. Amgen may use automatic dialing machines or artificial or prerecorded messages to contact me and may leave a voicemail or SMS/text message (standard text messaging rates may 
apply). I understand that I am not required to provide this consent as a condition of purchasing any goods or services. Reply STOP to cancel SMS messages.

Please complete all fields on this form (to prevent delays in processing).

Fax this form and copies of both sides of insurance and pharmacy benefit cards to the specialty pharmacy (SP) of your choice 

or to Otezla SupportPlus™.  FAX#________________________________Preferred SP NAME_________________________________

For assistance or more information, please visit otezlapro.com or call 1-844-4OTEZLA (1-844-468-3952).

STEP 3: SELECT BRIDGE (IF APPLICABLE)†

START Form

Section 1: Patient Information

Section 2: Insurance Information

Section 3: Clinical Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 4: Prescription for OTEZLA® (apremilast) FOR ORAL USE (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 5: Prescriber Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

STEP 1: SELECT TITRATION STEP 2: SELECT MAINTENANCE DOSE1 2 3

No P.O. Box

Step 1. Please complete all fields on this form (to prevent delays in processing).

Step 2. Fax this form and copies of both sides of insurance and pharmacy benefit cards to the specialty pharmacy (SP)
of your choice or to Otezla SupportPlusTM.
FAX #____________________________________ Preferred SP NAME ___________________________

For assistance or more information, please visit otezlapro.com or call 1-844-4OTEZLA (1-844-468-3952).

Name (First, MI, Last) ____________________________________________________ Last 4 digits of SS #_______________  Date of birth _____ / _____ / ________ Male    Female

Address _______________________________________________________________________  City___________________________________  State ________  ZIP ______________________

Home phone _______________________________________________________  Mobile phone ______________________________________________________  OK to leave message

Email address ____________________________________ Preferred number:   Home  Mobile                                        Preferred time:   Morning   Afternoon   Evening

  Insurance card attached      Pharmacy benefit card attached      Patient has no insurance     Patient has secondary insurance     

Primary insurance name ______________________________   Policy # __________________________   Group # ________________________    Insurance phone _____________________ 

Policyholder name (First, MI, Last) ____________________________________________   Pharmacy Benefit Manager (PBM) ____________________   PBM phone ____________________ 

Rx Member ID _________________   Rx PCN (if applicable) _______________________   Rx Group ID ______________________   Rx BIN (if applicable) ______________________________

  If eligible, I would like to enroll in the Otezla Co-pay program. 
I understand that co-pay assistance is only available for commercially insured patients and does not apply if I have prescription drug coverage through a federal, state, VA or similar program.

I have read and agreed to the attached HIPAA Authorization to Share Health Information accompanying this form.

Patient/patient representative signature     _______________________________________________________________________    Date (MM/DD/YYYY) _____  / _____  /________ 

 (If signed by patient representative, please explain authority to act on behalf of the patient) _______________________________________________________________________________________________

PRIMARY DIAGNOSIS/   L40.50 (Arthropathic psoriasis, unspecified)   L40.0 (Psoriasis vulgaris)  %BSA Affected _________________________________ 
ICD-10-CM Code:   L40.51 (Distal interphalangeal psoriatic arthropathy) L40.8 (Other psoriasis)  %BSA Affected ___________________________________

  L40.52 (Psoriatic arthritis mutilans)    L40.9 (Psoriasis, unspecified)  %BSA Affected _____________________________ 
  L40.53 (Psoriatic spondylitis)   M35.2 (Behçet’s Disease)     
  L40.59 (Other psoriatic arthropathy)

AFFECTED AREA(S) (For PsO ONLY):    Hands   Arms   Nails   Trunk   Feet   Legs   Scalp   Groin   Other _____________

PREVIOUS/CURRENT TREATMENT:
Medication  Duration/Reason for D/C Medication  Duration/Reason for D/C

  Methotrexate ____________________________________   Biologics  _______________________________________ ______________________________________________ 
 Cyclosporine ____________________________________   Topicals _______________________________________ ______________________________________________ 
 Sulfasalazine ____________________________________   Other _______________________________________ ______________________________________________ 
  Acitretin ____________________________________ _______________________________________ ______________________________________________ 
  PUVA or UV ____________________________________ ADDITIONAL MEDICAL JUSTIFICATION _______________________________________________________________

  Colchicine  ____________________________________

Name (First , Last) _ _________________________________________________________________________  Facility name __________________________________________________________ 

Address __________________________________________________________________________________ City__________________________________ State ________  ZIP _______________ 

Phone _____________________  Fax______________________  NPI #___________________  DEA # ___________________  Office contact ____________________________________________

______________________________________________ Best time to contact:         Morning                Afternoon

PRESCRIBER AUTHORIZATION*
By signing this START Form I certify that I have prescribed Otezla® (apremilast) based on my professional judgment of medical necessity and that I will supervise the patient’s medical treatment. I authorize the release of 
medical and/or other patient information relating to Otezla therapy to agents and service providers of Amgen (including but not limited to Covance Specialty Pharmacy and Otezla-dispensing pharmacies) to use and 
disclose as necessary for fulfillment of the prescription and to furnish any information on this form to the insurer of the above-named patient.

Prescriber signature (dispense as written) ___________________________________________________________________________________ Date ______  / ______  / _______

Supervising physician signature and date (where required) __________________________________________________________________ Date ______  / ______  / _______

Signature stamps not acceptable. *If required by applicable law, please attach copies of all prescriptions on official state prescription forms.

OTEZLA SUPPORTPLUS™  Fax: 1-855-850-2955   |   Phone: 1-844-468-3952

Starter Pack (Titration) Rx for Otezla

4-WEEK STARTER PACK*
x28 days, 55 tablets, 0 refills

  PRESCRIBER PROVIDED PATIENT WITH 
2-WEEK STARTER PACK SAMPLE
x14 days, 27 tablets, 0 refills
Date provided ____  / ____  / _______

Additional information 
 ________________________________________________
 ________________________________________________

* Titration Starter Pack Rx is only for patients who did not receive
a titration sample during their office visit. The specialty pharmacy
will notify the patient via telephone prior to each shipment.

Bridge Rx—30 mg of Otezla

  TWICE DAILY
x14 days, 28 tablets, 12 refills

  ONCE DAILY renal dose 30 mg
x28 days, 28 tablets, 6 refills

† Bridge Rx is at no cost for eligible commercially insured, on-label
diagnosed patients only, and is not contingent on purchase 
requirements of any kind. Bridge Rx is not available to enrollees  
in Medicare, Medicaid, and other federal and state programs 
intended to support continuation of prescribed therapy if there  
is a delay in determining whether commercial prescription 
coverage is available. In Step 1, please indicate if you provided 
the patient with the 2-week Starter Pack sample, or if the 
4-week Starter Pack needs to be dispensed.  

Maintenance Rx—30 mg of Otezla

 x30 days  x90 days

  TWICE DAILY 

  ONCE DAILY renal dose 30 mg
(For patients with severe renal impairment)

Refills:     11      Other amount (enter #) _____

Special instructions
 _____________________________________________
 _____________________________________________
 _____________________________________________
 _____________________________________________

© 2019 Amgen Inc. All rights reserved
05/20  US-OTZ-20-0605

P
LE

A
S

E
 D

O
 N

O
T

 W
R

IT
E

 I
N

 T
H

E
 M

A
R

G
IN

S
 -

 I
N

FO
R

M
A

T
IO

N
 C

A
N

 B
E

 M
IS

S
E

D
 O

R
 C

U
T

 O
F

F

P
LE

A
S

E
 D

O
 N

O
T

 W
R

IT
E

 I
N

 T
H

E
 M

A
R

G
IN

S
 -

 I
N

FO
R

M
A

T
IO

N
 C

A
N

 B
E

 M
IS

S
E

D
 O

R
 C

U
T

 O
F

F

Preferred time:          Morning          Afternoon         Evening          Telemed Visit

**

                                                                             By signing this START Form I certify that I have prescribed Otezla® (apremilast) based on my professional judgment of medical necessity and that I will supervise the 
patient’s medical treatment. I authorize the release of medical and/or other patient information relating to Otezla therapy to agents and service providers of Amgen (including but not limited to Covance 
Specialty Pharmacy and Otezla-dispensing pharmacies) to use and disclose as necessary for fulfillment of the prescription and to furnish any information on this form to the insurer of the above-named patient.

STEP 3: SELECT BRIDGE (IF APPLICABLE)†

START Form

Section 1: Patient Information

Section 2: Insurance Information

Section 3: Clinical Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 4: Prescription for OTEZLA® (apremilast) FOR ORAL USE (TO BE COMPLETED BY HEALTHCARE PROVIDER)

Section 5: Prescriber Information (TO BE COMPLETED BY HEALTHCARE PROVIDER)

STEP 1: SELECT TITRATION STEP 2: SELECT MAINTENANCE DOSE1 2 3

No P.O. Box

Step 1. Please complete all fields on this form (to prevent delays in processing).

Step 2. Fax this form and copies of both sides of insurance and pharmacy benefit cards to the specialty pharmacy (SP)
of your choice or to Otezla SupportPlusTM.
FAX #____________________________________ Preferred SP NAME ___________________________

For assistance or more information, please visit otezlapro.com or call 1-844-4OTEZLA (1-844-468-3952).

Name (First, MI, Last) ____________________________________________________ Last 4 digits of SS #_______________  Date of birth _____ / _____ / ________ Male    Female

Address _______________________________________________________________________  City___________________________________  State ________  ZIP ______________________

Home phone _______________________________________________________  Mobile phone ______________________________________________________  OK to leave message

Email address ____________________________________ Preferred number:   Home  Mobile Preferred time:   Morning   Afternoon   Evening

Insurance card attached    Pharmacy benefit card attached    Patient has no insurance   Patient has secondary insurance

Primary insurance name ______________________________   Policy # __________________________   Group # ________________________    Insurance phone _____________________

Policyholder name (First, MI, Last) ____________________________________________ Pharmacy Benefit Manager (PBM) ____________________ PBM phone ____________________

Rx Member ID _________________ Rx PCN (if applicable) _______________________ Rx Group ID ______________________ Rx BIN (if applicable) ______________________________

 If eligible, I would like to enroll in the Otezla Co-pay program.
I understand that co-pay assistance is only available for commercially insured patients and does not apply if I have prescription drug coverage through a federal, state, VA or similar program.

I have read and agreed to the attached HIPAA Authorization to Share Health Information accompanying this form.

Patient/patient representative signature   _______________________________________________________________________    Date (MM/DD/YYYY) _____  / _____  /________ 

 (If signed by patient representative, please explain authority to act on behalf of the patient) _______________________________________________________________________________________________

PRIMARY DIAGNOSIS/ L40.50 (Arthropathic psoriasis, unspecified) L40.0 (Psoriasis vulgaris)  %BSA Affected _________________________________
ICD-10-CM Code: L40.51 (Distal interphalangeal psoriatic arthropathy) L40.8 (Other psoriasis)  %BSA Affected ___________________________________

L40.52 (Psoriatic arthritis mutilans) L40.9 (Psoriasis, unspecified)  %BSA Affected _____________________________
L40.53 (Psoriatic spondylitis) M35.2 (Behçet’s Disease)
L40.59 (Other psoriatic arthropathy)

AFFECTED AREA(S) (For PsO ONLY): Hands Arms Nails Trunk Feet Legs Scalp Groin Other _____________

PREVIOUS/CURRENT TREATMENT:
Medication Duration/Reason for D/C Medication Duration/Reason for D/C

  Methotrexate ____________________________________   Biologics _______________________________________ ______________________________________________
 Cyclosporine ____________________________________  Topicals _______________________________________ ______________________________________________
 Sulfasalazine ____________________________________  Other _______________________________________ ______________________________________________
 Acitretin ____________________________________ _______________________________________ ______________________________________________
 PUVA or UV ____________________________________ ADDITIONAL MEDICAL JUSTIFICATION _______________________________________________________________

 Colchicine ____________________________________

Name (First , Last) _ _________________________________________________________________________  Facility name __________________________________________________________

Address __________________________________________________________________________________ City__________________________________ State ________  ZIP _______________

Phone _____________________  Fax______________________  NPI #___________________  DEA # ___________________  Office contact ____________________________________________

______________________________________________ Best time to contact: Morning             Afternoon

PRESCRIBER AUTHORIZATION*
By signing this START Form I certify that I have prescribed Otezla® (apremilast) based on my professional judgment of medical necessity and that I will supervise the patient’s medical treatment. I authorize the release of 
medical and/or other patient information relating to Otezla therapy to agents and service providers of Amgen (including but not limited to Covance Specialty Pharmacy and Otezla-dispensing pharmacies) to use and 
disclose as necessary for fulfillment of the prescription and to furnish any information on this form to the insurer of the above-named patient.

Prescriber signature (dispense as written)         ___________________________________________________________________________________   Date ______  / ______  / _______

Supervising physician signature and date (where required)          __________________________________________________________________   Date ______  / ______  / _______

Signature stamps not acceptable. *If required by applicable law, please attach copies of all prescriptions on official state prescription forms.

OTEZLA SUPPORTPLUS™  Fax: 1-855-850-2955   |   Phone: 1-844-468-3952

Starter Pack (Titration) Rx for Otezla

4-WEEK STARTER PACK*
x28 days, 55 tablets, 0 refills

PRESCRIBER PROVIDED PATIENT WITH
2-WEEK STARTER PACK SAMPLE
x14 days, 27 tablets, 0 refills
Date provided ____  / ____  / _______

Additional information 
________________________________________________
________________________________________________

*Titration Starter Pack Rx is only for patients who did not receive
a titration sample during their office visit. The specialty pharmacy
will notify the patient via telephone prior to each shipment.

Bridge Rx—30 mg of Otezla

TWICE DAILY
x14 days, 28 tablets, 12 refills

ONCE DAILY renal dose 30 mg
x28 days, 28 tablets, 6 refills

†Bridge Rx is at no cost for eligible commercially insured, on-label
diagnosed patients only, and is not contingent on purchase
requirements of any kind. Bridge Rx is not available to enrollees
in Medicare, Medicaid, and other federal and state programs
intended to support continuation of prescribed therapy if there
is a delay in determining whether commercial prescription
coverage is available. In Step 1, please indicate if you provided
the patient with the 2-week Starter Pack sample, or if the
4-week Starter Pack needs to be dispensed.

Maintenance Rx—30 mg of Otezla

x30 days x90 days

TWICE DAILY

ONCE DAILY renal dose 30 mg
(For patients with severe renal impairment)

Refills:   11      Other amount (enter #) _____

Special instructions
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

© 2019 Amgen Inc. All rights reserved  
05/20  US-OTZ-20-0605
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Otezla® (apremilast) Letter Of Medical Necessity 

Medical director Patient name 

Insurance company Policy number 

Address Date of birth 

Physician’s Request for Review: 
Peer-to-peer review requested (same or like specialty)  

Other 

Dear 

I am writing to provide additional information to support my request for the treatment of 
patient name with Otezla® (apremilast) for Primary 
Diagnosis/ICD-10-CM Code: 

L40.50 (Arthropathic psoriasis, 
unspecified) 

L40.51 (Distal interphalangeal 
psoriatic arthropathy) 

L40.52 (Psoriatic arthritis mutilans) 
L40.53 (Psoriatic spondylitis) 
L40.59 (Other psoriatic arthropathy) 

L40.0 (Psoriasis vulgaris) 

%BSA Affected 
L40.8 (Other psoriasis) 

%BSA Affected 

L40.9 (Psoriasis, unspecified) 
%BSA Affected 

M35.2 (Behçet’s Disease) 

In brief, treating patient name with Otezla is medically appropriate 

. 
and necessary and should be covered and reimbursed. Below, this letter outlines the 
medical history, prognosis and treatment rationale for patient name 

Summary of Patient History: 
[Note: Exercise your medical judgment and discretion when providing a diagnosis and 
characterization of the patient’s medical condition.] 

Patient’s history, diagnosis, and current condition: 

Patient Assistance 
Application

Letter of 
Medical Necessity 

START Form START Form Guide

Use this form to start prescribing 
Otezla to your patients

Download this form to help eligible 
patients receive Otezla at no cost. 

This form is also available in Spanish

Request a Letter of Medical Necessity 
directly from the Resource Center to help 

your patients get started on Otezla

Helpful tips to prevent delays in 
the prescription ordering process 

for your patients



Otezla SupportPlus™

Ways Otezla can support your patients

This support network includes resources for 
you and your patients:

• $0 co-pay enrollment and follow-up*

• 24/7 access to specially trained nurses

• Live insurance support

• Updates on prescription status

• Shipment of free Bridge to maintenance supply during 
potential reimbursement delays for commercially 
insured patients

• Reimbursement support

The Otezla Bridge Program offers your commercially insured patients  
up to 3 years of Otezla for $0.

Get Your Patients 3 for Free†

For more information, call Otezla SupportPlus™ at 1-844-4OTEZLA

co-pay 
for eligible 
patients*

© 2020 Amgen Inc. All rights reserved. 
05/20 US-OTZ-20-0618

Check the “Bridge Rx” option on the  
Otezla START Form when prescribing.†

See back of card for full terms and conditions.

Note: You must share the information 
on this card with your specialty pharmacy.

RxBIN: 610524 RxPCN: Loyalty

RxGRP: XXXXXXXX ISSUER: (80840)

ID: XXXXXXXXXX

$0
co-pay
card

Activation required: 
Visit otezla.com/copay 
or call 1-844-4OTEZLA.

* Certain restrictions apply; eligibility not based on income, must be 18 years or older. This offer is not valid for persons eligible for reimbursement of this 
product, in whole or in part under Medicaid, Medicare, or similar state or federal programs. Offer not valid for cash-paying patients. People who are not 
eligible can call 1-844-4OTEZLA to discuss other financial assistance opportunities. Otezla co-pay cards are available online or from an Amgen representative.

†  To receive a free Bridge supply of Otezla, patients must have an on-label diagnosis and be denied or waiting for coverage.

$0




