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PRODUCT PRESCRIPTION FORM  
 

Use this form for Prospective products only (Sensipar® (cinacalcet) and Prolia® (denosumab) Injection for Bone Health use) 

NOTE:   Use the Product Replacement Order Form for Replacement products (Aranesp®, EPOGEN® for dialysis use, 
Neulasta®, NEUPOGEN®, Nplate®, Prolia® for bone health or CTIBL use, Vectibix®, and XGEVA®) 
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                                    LAST                                                         FIRST    

Sex: 
 

� Male 
� Female 

Date of Birth: 
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First Name: 
 
 

Last Name: 
 
 

State License #: 
 
 

Phone #:   
                       (         )             -   
 

Fax #:   
                       (         )             -   
 

Street Address: 
 
 
 

____________________________________  ______________________________  ______________  ___________ 
                                 Street  (PO BOX not accepted)                                                            City                                                            State                               Zip              
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Facility/Practice Contact Name: (other than physician)   
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MEDICATION DOSE DIRECTIONS QUANTITY REFILLS 

Prolia® (denosumab) Injection 
for Bone Health 

� 60 mg Pre-filled syringe 
� _______   � 1 year or � x ____ 

Sensipar® (cinacalcet) Tablets 
 
� Ship to patient   � Ship to office 

�   30 mg      �  60 mg 
�   90 mg      �_____  2 month 

supply 
� 1 year or � x ____ 

 

SHIPMENT INSTRUCTIONS:                             Prolia® is shipped directly to the provider.      
Sensipar® may be shipped directly to the patient if indicated above. 

 
 

I have prescribed the product indicated above for the referenced patient. My patient gave consent for me to provide this information. I 
understand that no third party or patient should be billed or charged for the product provided by this program. I understand that no free 
product should be sold, traded, or distributed for sale. 
 
 
 

 
                    Physician’s Original Signature (stamps not accepted)      Date Signed 

Completion of this form is independent of the application process and does not guarantee enrollment in The Safety Net Foundation.    
The Safety Net Foundation must review the complete application to determine the patient’s eligibility. 
 

 FAX this completed product prescription form to (866) 549-7239 


	Patient Assistant Program (PAP) Patient Enrollment Form Instructions
	Eligibility Guidelines
	Thank you for your interest in applying to The Safety Net Foundation.  The Foundation is a nonprofit organization that helps qualifying patients access Amgen medicines at no cost.
	Eligibility Guidelines
	How to Apply
	Next Step
	PATIENT APPLICANT INFORMATION
	PATIENT CERTIFICATION AND AUTHORIZATION TO DISCLOSE INFORMATION
	PRODUCT INFORMATION
	PHYSICIAN, FACILITY & SHIPPING INFORMATION
	PRODUCT PRESCRIPTION FORM 
	SNF Patient Information.pdf
	Patient Assistant Program (PAP) Patient Enrollment Form Instructions
	Eligibility Guidelines
	Thank you for your interest in applying to The Safety Net Foundation.  The Foundation is a nonprofit organization that helps qualifying patients access Amgen medicines at no cost.
	Eligibility Guidelines
	How to Apply
	Next Step
	PATIENT APPLICANT INFORMATION
	PATIENT CERTIFICATION AND AUTHORIZATION TO DISCLOSE INFORMATION
	PRODUCT INFORMATION
	PHYSICIAN, FACILITY & SHIPPING INFORMATION
	PRODUCT PRESCRIPTION FORM 

	SNF Product Information.pdf
	Patient Assistant Program (PAP) Patient Enrollment Form Instructions
	Eligibility Guidelines
	Thank you for your interest in applying to The Safety Net Foundation.  The Foundation is a nonprofit organization that helps qualifying patients access Amgen medicines at no cost.
	Eligibility Guidelines
	How to Apply
	Next Step
	PATIENT APPLICANT INFORMATION
	PATIENT CERTIFICATION AND AUTHORIZATION TO DISCLOSE INFORMATION
	PRODUCT INFORMATION
	PHYSICIAN, FACILITY & SHIPPING INFORMATION
	PRODUCT PRESCRIPTION FORM 


	FIRST: 
	LAST: 
	First Name_2: 
	Last Name_2: 
	State License: 
	Street PO BOX not accepted_4: 
	City_5: 
	State_5: 
	Zip_5: 
	FacilityPractice Name: 
	FacilityPractice Contact Name other than physician: 
	DIRECTIONS60 mg Prefilled syringe: 
	QUANTITY60 mg Prefilled syringe: 
	1 year or  x: 
	undefined_4: 
	DIRECTIONS30 mg  60 mg  90 mg: 
	1 year or  x_2: 
	undefined_5: 
	Date Signed: 
	Check Box186: Off
	Check Box187: Off
	Text188: 
	Text189: 
	Check Box190: Off
	Text191: 
	Text192: 
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off


