
Autorización para la divulgación de información médica personal
Para garantizar su participación, sírvase enviar por fax a Makena Care Connection® (1-800-847-3413)
Teléfono 1-800-847-3418 • www.makena.com

Sírvase leer la Información importante sobre la seguridad de Makena (inyección de caproato de hidroxiprogesterona) en el dorso.

Sírvase enviar por fax el formulario lleno a Makena Care Connection, al 1-800-847-3413.

PASO 1 — Llene sus datos personales

Nombre  Apellido  Inicial del 2.º nombre Fecha de nacimiento

Dirección

Ciudad Estado   Código ZIP

Teléfono del domicilio Teléfono del trabajo  Teléfono celular

PASO 2 — Lea y firme las autorizaciones de paciente voluntaria

For purposes of these Authorizations, “AMAG Pharmaceuticals” means AMAG Pharmaceuticals, Inc., ates, subsidiaries, representatives, 
agents and contractors including Makena Care Connection.

Protected Health Information Authorization: By signing this Protected Health Information Authorization (“Authorization”), I authorize my health 
plans, healthcare providers, and pharmacies to disclose my personal health information, including, but not limited to, information relating to my 
medical condition, treatment, care management, and health insurance, as well as all information provided on this form and any prescription 
(“Protected Health Information”), to AMAG Pharmaceuticals for the following purposes: (1) to establish my eligibility for benefits; (2) to communicate  
with my healthcare providers and me about my medical care; (3) to help third parties provide care-related products, supplies, or services; (4) to 
register me in any product registration program required for my treatment; (5) to contact me with treatment or support materials; (6) to ask me to 
participate in patient programs and surveys; and (7) to publish aggregated, de-identified information that will not be specifically identifiable to me  
or my baby. Further, I understand and agree that: (a) my Protected Health Information disclosed under this Authorization may be redisclosed by 
AMAG Pharmaceuticals and is no longer protected by federal privacy laws; (b) my pharmacy may share my Protected Health Information related to 
the dispensing of Makena, and that my pharmacy may be paid for that information; (c) I may refuse to sign this Authorization and that my treatment, 
payment, enrollment, or eligibility for benefits is not conditioned on my signing this Authorization; and (d) I am entitled to a copy of this Authorization. 
I understand that I may cancel this Authorization at any time by mailing a letter requesting such cancellation to AMAG Pharmaceuticals, Inc., c/o 
Sonexus, 2730 S. Edmonds Lane #300, Lewisville, TX 75067, but that this cancellation will not apply to any information already used or disclosed 
through this Authorization. 

X Patient or Legal Guardian Signature:  

Relationship to Patient:  Date: 

Adherence Support Authorization: As a patient who has been prescribed Makena, I have access to an adherence support program (“Program”) 
designed to help me stay on track with treatment and provide me with educational information throughout my pregnancy at no cost to me. By 
signing this Adherence Support Authorization, I acknowledge and agree that: (1) I am voluntarily choosing to enroll in this Program and understand 
that my treatment, payment, enrollment, or eligibility for benefits is not conditioned on my enrolling in this Program; (2) as part of the Program, 
AMAG Pharmaceuticals may contact me via phone, email, and mail; and (3) that any data collected in the provision of the Program (“Program Data”) 
may be provided to AMAG Pharmaceuticals for its internal and external use (including publication of aggregated data) and may include Protected 
Health Information (which will be specifically identifiable to me or my baby), provided, however, that any Program Data used outside of the Program 
will be de-identified and will not be specifically identifiable to me or my baby. I understand that I may discontinue participation in the Program or 
cancel this Adherence Support Authorization at any time by mailing a letter requesting such cancellation to AMAG Pharmaceuticals, Inc., c/o 
Sonexus, 2730 S. Edmonds Lane #300, Lewisville, TX 75067, but that this cancellation will not apply to any aggregated information already used or 
disclosed through this Adherence Support Authorization.

 By checking this box, I opt into receiving text messages from AMAG Pharmaceuticals related to the Program, and understand that standard 
message and data rates may apply. To opt out of receiving future texts, I may call 1-800-847-3418. 

X Patient or Legal Guardian Signature:  

Relationship to Patient:  Date: 

inyección de caproato 
de hidroxiprogesterona

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. Para efectos de estas autorizaciones:
«AMAG» significa «AMAG Pharmaceuticals, Inc.» y sus entidades asociadas, filiales, representantes, agentes y contratistas, incluido Makena Care 
Connection; «IMP» significa información médica personal, e incluye, sin carácter exhaustivo, la información relativa a su dolencia, tratamiento, enfoque de 
cuidados y seguro de salud, así como toda la información proporcionada en este formulario y en cualquier receta o por usted directamente; y «Datos 
anónimos» significa información que no se podrá relacionar de forma específica con usted ni con su bebé. Por ejemplo, AMAG puede publicar un informe 
que diga: «El martes se contactó a 5 pacientes.» Aunque usted sea una de esas 5 pacientes, con la información no se puede llegar hasta usted.
Acceso: Su tratamiento, el pago, la participación o su elegibilidad para beneficios (el «Acceso») no dependen de que firme ninguna Autorización. La IMP 
puede estar sujeta a una protección especial por la ley, como por ejemplo la HIPAA. Sin embargo, a diferencia de su proveedor de atención médica, AMAG 
no está «cubierto» por la HIPAA, por lo que la IMP que se revele a AMAG no estará controlada por la HIPAA. AMAG se compromete a usar su IMP únicamente 
según lo autorizado por usted más abajo, y a no vender su IMP a terceros.
Derechos de copia, vencimiento y cancelación: Tiene derecho a recibir una copia de cada Autorización. Excepto para los Datos anónimos, cada 
Autorización que firme vence a los cinco (5) años de la fecha de firma que aparece más abajo. Puede cancelar todas las Autorizaciones en cualquier 
momento enviando una carta en la que solicite dicha cancelación a AMAG c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, o 
llamando al 1-800-847-3418, pero la cancelación no se aplicará a la información que ya se haya utilizado según lo previsto en la Autorización.
II. Autorización de IMP: Mediante la firma de esta Autorización, autorizo a mis planes de salud, proveedores de atención médica y farmacias a revelar mi 
IMP a AMAG para los siguientes fines: (1) ayudarme a obtener y recibir tratamiento con Makena, como por ejemplo para: (a) determinar mi elegibilidad para 
beneficios; (b) comunicarse con mis proveedores de atención médica y conmigo acerca de mi atención médica; (c) ayudar a terceros a proveer productos, 
suministros o servicios relacionados con la salud; y (d) registrarme en cualquier programa de registro de productos necesario para mi tratamiento; (2) 
contactarme durante mi tratamiento y después de este para: (a) suministrarme el tratamiento o material de apoyo; y (b) preguntarme si deseo participar 
en programas para pacientes y encuestas; y (3) revisar y publicar Datos anónimos. Además, entiendo y acepto que: (i) mi IMP revelada según lo previsto 
en esta Autorización deja de estar protegida por las leyes federales de confidencialidad; (ii) mi farmacia puede compartir mi IMP relativa a la dispensación 
de Makena y puede cobrar por esa información; (iii) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (iv) entiendo mis Derechos de 
copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:  
Relación con la paciente:  Fecha: 

III. Autorización de apoyo al apego: He dado mi Autorización de IMP más arriba y deseo participar en un programa de apoyo para el apego al tratamiento (el 
«Programa») sin costos para mí, diseñado para ayudarme a ser constante con el tratamiento y proporcionarme información educativa. Mediante la firma de 
esta Autorización, reconozco y acepto que: (1) he decidido voluntariamente participar en este Programa; (2) AMAG puede usar mi IMP para ofrecer el Programa; 
(3) AMAG puede contactarme por teléfono, por correo electrónico o por carta para ofrecer el Programa; (4) AMAG puede revisar y publicar Datos anónimos que 
reciba del Programa; (5) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (6) entiendo mis Derechos de copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:
Relación con la paciente:  Fecha:  

 (ponga sus iniciales)    Deseo recibir mensajes de texto generales sobre el Acceso (como por ejemplo alertas sobre información que falta, actualizaciones sobre envíos, etc.). 

 (ponga sus iniciales)      Deseo recibir mensajes de texto sobre el Programa de apoyo para el apego al tratamiento. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

IV. Opción de aceptación para mensajes de texto: Al escribir mis iniciales en la(s) casilla(s) que aparecen más abajo, acepto recibir mensajes de texto de 
AMAG, y entiendo que podrían aplicarse tarifas estándar por mensajes y transmisión de datos. Para dejar de recibir los mensajes de texto, puedo llamar al 
1-800-847-3418 o contestar «STOP». Entiendo que recibir mensajes de texto no es un requisito para el Acceso ni para participar en el Programa.

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. Para efectos de estas autorizaciones:
«AMAG» significa «AMAG Pharmaceuticals, Inc.» y sus entidades asociadas, filiales, representantes, agentes y contratistas, incluido Makena Care 
Connection; «IMP» significa información médica personal, e incluye, sin carácter exhaustivo, la información relativa a su dolencia, tratamiento, enfoque de 
cuidados y seguro de salud, así como toda la información proporcionada en este formulario y en cualquier receta o por usted directamente; y «Datos 
anónimos» significa información que no se podrá relacionar de forma específica con usted ni con su bebé. Por ejemplo, AMAG puede publicar un informe 
que diga: «El martes se contactó a 5 pacientes.» Aunque usted sea una de esas 5 pacientes, con la información no se puede llegar hasta usted.
Acceso: Su tratamiento, el pago, la participación o su elegibilidad para beneficios (el «Acceso») no dependen de que firme ninguna Autorización. La IMP 
puede estar sujeta a una protección especial por la ley, como por ejemplo la HIPAA. Sin embargo, a diferencia de su proveedor de atención médica, AMAG 
no está «cubierto» por la HIPAA, por lo que la IMP que se revele a AMAG no estará controlada por la HIPAA. AMAG se compromete a usar su IMP únicamente 
según lo autorizado por usted más abajo, y a no vender su IMP a terceros.
Derechos de copia, vencimiento y cancelación: Tiene derecho a recibir una copia de cada Autorización. Excepto para los Datos anónimos, cada 
Autorización que firme vence a los cinco (5) años de la fecha de firma que aparece más abajo. Puede cancelar todas las Autorizaciones en cualquier 
momento enviando una carta en la que solicite dicha cancelación a AMAG c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, o 
llamando al 1-800-847-3418, pero la cancelación no se aplicará a la información que ya se haya utilizado según lo previsto en la Autorización.
II. Autorización de IMP: Mediante la firma de esta Autorización, autorizo a mis planes de salud, proveedores de atención médica y farmacias a revelar mi 
IMP a AMAG para los siguientes fines: (1) ayudarme a obtener y recibir tratamiento con Makena, como por ejemplo para: (a) determinar mi elegibilidad para 
beneficios; (b) comunicarse con mis proveedores de atención médica y conmigo acerca de mi atención médica; (c) ayudar a terceros a proveer productos, 
suministros o servicios relacionados con la salud; y (d) registrarme en cualquier programa de registro de productos necesario para mi tratamiento; (2) 
contactarme durante mi tratamiento y después de este para: (a) suministrarme el tratamiento o material de apoyo; y (b) preguntarme si deseo participar 
en programas para pacientes y encuestas; y (3) revisar y publicar Datos anónimos. Además, entiendo y acepto que: (i) mi IMP revelada según lo previsto 
en esta Autorización deja de estar protegida por las leyes federales de confidencialidad; (ii) mi farmacia puede compartir mi IMP relativa a la dispensación 
de Makena y puede cobrar por esa información; (iii) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (iv) entiendo mis Derechos de 
copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:  
Relación con la paciente:  Fecha: 

III. Autorización de apoyo al apego: He dado mi Autorización de IMP más arriba y deseo participar en un programa de apoyo para el apego al tratamiento (el 
«Programa») sin costos para mí, diseñado para ayudarme a ser constante con el tratamiento y proporcionarme información educativa. Mediante la firma de 
esta Autorización, reconozco y acepto que: (1) he decidido voluntariamente participar en este Programa; (2) AMAG puede usar mi IMP para ofrecer el Programa; 
(3) AMAG puede contactarme por teléfono, por correo electrónico o por carta para ofrecer el Programa; (4) AMAG puede revisar y publicar Datos anónimos que 
reciba del Programa; (5) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (6) entiendo mis Derechos de copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:
Relación con la paciente:  Fecha:  

 (ponga sus iniciales)    Deseo recibir mensajes de texto generales sobre el Acceso (como por ejemplo alertas sobre información que falta, actualizaciones sobre envíos, etc.). 

 (ponga sus iniciales)      Deseo recibir mensajes de texto sobre el Programa de apoyo para el apego al tratamiento. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

IV. Opción de aceptación para mensajes de texto: Al escribir mis iniciales en la(s) casilla(s) que aparecen más abajo, acepto recibir mensajes de texto de 
AMAG, y entiendo que podrían aplicarse tarifas estándar por mensajes y transmisión de datos. Para dejar de recibir los mensajes de texto, puedo llamar al 
1-800-847-3418 o contestar «STOP». Entiendo que recibir mensajes de texto no es un requisito para el Acceso ni para participar en el Programa.

Autorización para la divulgación de información médica personal
Para garantizar su participación, sírvase enviar por fax a Makena Care Connection® (1-800-847-3413)
Teléfono 1-800-847-3418 • www.makena.com

Sírvase leer la Información importante sobre la seguridad de Makena (inyección de caproato de hidroxiprogesterona) en el dorso.

Sírvase enviar por fax el formulario lleno a Makena Care Connection, al 1-800-847-3413.

PASO 1 — Llene sus datos personales

Nombre  Apellido  Inicial del 2.º nombre Fecha de nacimiento

Dirección

Ciudad Estado   Código ZIP

Teléfono del domicilio Teléfono del trabajo  Teléfono celular

PASO 2 — Lea y firme las autorizaciones de paciente voluntaria

For purposes of these Authorizations, “AMAG Pharmaceuticals” means AMAG Pharmaceuticals, Inc., ates, subsidiaries, representatives, 
agents and contractors including Makena Care Connection.

Protected Health Information Authorization: By signing this Protected Health Information Authorization (“Authorization”), I authorize my health 
plans, healthcare providers, and pharmacies to disclose my personal health information, including, but not limited to, information relating to my 
medical condition, treatment, care management, and health insurance, as well as all information provided on this form and any prescription 
(“Protected Health Information”), to AMAG Pharmaceuticals for the following purposes: (1) to establish my eligibility for benefits; (2) to communicate  
with my healthcare providers and me about my medical care; (3) to help third parties provide care-related products, supplies, or services; (4) to 
register me in any product registration program required for my treatment; (5) to contact me with treatment or support materials; (6) to ask me to 
participate in patient programs and surveys; and (7) to publish aggregated, de-identified information that will not be specifically identifiable to me  
or my baby. Further, I understand and agree that: (a) my Protected Health Information disclosed under this Authorization may be redisclosed by 
AMAG Pharmaceuticals and is no longer protected by federal privacy laws; (b) my pharmacy may share my Protected Health Information related to 
the dispensing of Makena, and that my pharmacy may be paid for that information; (c) I may refuse to sign this Authorization and that my treatment, 
payment, enrollment, or eligibility for benefits is not conditioned on my signing this Authorization; and (d) I am entitled to a copy of this Authorization. 
I understand that I may cancel this Authorization at any time by mailing a letter requesting such cancellation to AMAG Pharmaceuticals, Inc., c/o 
Sonexus, 2730 S. Edmonds Lane #300, Lewisville, TX 75067, but that this cancellation will not apply to any information already used or disclosed 
through this Authorization. 

X Patient or Legal Guardian Signature:  

Relationship to Patient:  Date: 

Adherence Support Authorization: As a patient who has been prescribed Makena, I have access to an adherence support program (“Program”) 
designed to help me stay on track with treatment and provide me with educational information throughout my pregnancy at no cost to me. By 
signing this Adherence Support Authorization, I acknowledge and agree that: (1) I am voluntarily choosing to enroll in this Program and understand 
that my treatment, payment, enrollment, or eligibility for benefits is not conditioned on my enrolling in this Program; (2) as part of the Program, 
AMAG Pharmaceuticals may contact me via phone, email, and mail; and (3) that any data collected in the provision of the Program (“Program Data”) 
may be provided to AMAG Pharmaceuticals for its internal and external use (including publication of aggregated data) and may include Protected 
Health Information (which will be specifically identifiable to me or my baby), provided, however, that any Program Data used outside of the Program 
will be de-identified and will not be specifically identifiable to me or my baby. I understand that I may discontinue participation in the Program or 
cancel this Adherence Support Authorization at any time by mailing a letter requesting such cancellation to AMAG Pharmaceuticals, Inc., c/o 
Sonexus, 2730 S. Edmonds Lane #300, Lewisville, TX 75067, but that this cancellation will not apply to any aggregated information already used or 
disclosed through this Adherence Support Authorization.

 By checking this box, I opt into receiving text messages from AMAG Pharmaceuticals related to the Program, and understand that standard 
message and data rates may apply. To opt out of receiving future texts, I may call 1-800-847-3418. 

X Patient or Legal Guardian Signature:  

Relationship to Patient:  Date: 

inyección de caproato 
de hidroxiprogesterona

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. Para efectos de estas autorizaciones:
«AMAG» significa «AMAG Pharmaceuticals, Inc.» y sus entidades asociadas, filiales, representantes, agentes y contratistas, incluido Makena Care 
Connection; «IMP» significa información médica personal, e incluye, sin carácter exhaustivo, la información relativa a su dolencia, tratamiento, enfoque de 
cuidados y seguro de salud, así como toda la información proporcionada en este formulario y en cualquier receta o por usted directamente; y «Datos 
anónimos» significa información que no se podrá relacionar de forma específica con usted ni con su bebé. Por ejemplo, AMAG puede publicar un informe 
que diga: «El martes se contactó a 5 pacientes.» Aunque usted sea una de esas 5 pacientes, con la información no se puede llegar hasta usted.
Acceso: Su tratamiento, el pago, la participación o su elegibilidad para beneficios (el «Acceso») no dependen de que firme ninguna Autorización. La IMP 
puede estar sujeta a una protección especial por la ley, como por ejemplo la HIPAA. Sin embargo, a diferencia de su proveedor de atención médica, AMAG 
no está «cubierto» por la HIPAA, por lo que la IMP que se revele a AMAG no estará controlada por la HIPAA. AMAG se compromete a usar su IMP únicamente 
según lo autorizado por usted más abajo, y a no vender su IMP a terceros.
Derechos de copia, vencimiento y cancelación: Tiene derecho a recibir una copia de cada Autorización. Excepto para los Datos anónimos, cada 
Autorización que firme vence a los cinco (5) años de la fecha de firma que aparece más abajo. Puede cancelar todas las Autorizaciones en cualquier 
momento enviando una carta en la que solicite dicha cancelación a AMAG c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, o 
llamando al 1-800-847-3418, pero la cancelación no se aplicará a la información que ya se haya utilizado según lo previsto en la Autorización.
II. Autorización de IMP: Mediante la firma de esta Autorización, autorizo a mis planes de salud, proveedores de atención médica y farmacias a revelar mi 
IMP a AMAG para los siguientes fines: (1) ayudarme a obtener y recibir tratamiento con Makena, como por ejemplo para: (a) determinar mi elegibilidad para 
beneficios; (b) comunicarse con mis proveedores de atención médica y conmigo acerca de mi atención médica; (c) ayudar a terceros a proveer productos, 
suministros o servicios relacionados con la salud; y (d) registrarme en cualquier programa de registro de productos necesario para mi tratamiento; (2) 
contactarme durante mi tratamiento y después de este para: (a) suministrarme el tratamiento o material de apoyo; y (b) preguntarme si deseo participar 
en programas para pacientes y encuestas; y (3) revisar y publicar Datos anónimos. Además, entiendo y acepto que: (i) mi IMP revelada según lo previsto 
en esta Autorización deja de estar protegida por las leyes federales de confidencialidad; (ii) mi farmacia puede compartir mi IMP relativa a la dispensación 
de Makena y puede cobrar por esa información; (iii) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (iv) entiendo mis Derechos de 
copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:  
Relación con la paciente:  Fecha: 

III. Autorización de apoyo al apego: He dado mi Autorización de IMP más arriba y deseo participar en un programa de apoyo para el apego al tratamiento (el 
«Programa») sin costos para mí, diseñado para ayudarme a ser constante con el tratamiento y proporcionarme información educativa. Mediante la firma de 
esta Autorización, reconozco y acepto que: (1) he decidido voluntariamente participar en este Programa; (2) AMAG puede usar mi IMP para ofrecer el Programa; 
(3) AMAG puede contactarme por teléfono, por correo electrónico o por carta para ofrecer el Programa; (4) AMAG puede revisar y publicar Datos anónimos que 
reciba del Programa; (5) puedo rehusarme a firmar esta Autorización y aun así tener Acceso; y (6) entiendo mis Derechos de copia, vencimiento y cancelación.

 Firma de la paciente o su tutor:
Relación con la paciente:  Fecha:  

 (ponga sus iniciales)    Deseo recibir mensajes de texto generales sobre el Acceso (como por ejemplo alertas sobre información que falta, actualizaciones sobre envíos, etc.). 

 (ponga sus iniciales)      Deseo recibir mensajes de texto sobre el Programa de apoyo para el apego al tratamiento. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its af liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi ed Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

Clear Field

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

Clear Field

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the ben  investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while bene ts are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 6  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

STEP 1  Complete Patient & Insurance Information   
(Please Include Copies of Front and Back of Insurance Cards) 

First Name Last Name MI

Address

City State ZIP

Home Phone # Work Phone #

Cell Phone #  Best Time to Contact  Morning  Day  Evening Email

Date of Birth Primary Language if Not English:

Prescription Drug Insurer/Pharmac ager (PBM) BIN #

ID # Group # PBM Phone #

Primary Medical Insurance Cardholder Name

Date of Birth Policy ID #

Primary Insurance Phone #

Patient does not have insurance.

Relationship to Cardholder

Note: If a patient has secondary insurance, please have her provide a copy of the insurance card (front and back).

Makena® Prescription Form
To ensure enrollment, please fax to Makena Care Connection® (1-800-847-3413)
Telephone 1-800-847-3418 • info@makenacareconnection.com

STEP 2  Read and Sign Voluntary Patient Authorizations
I. For purposes of these Authorizations:
“AMAG” means AMAG Pharmaceuticals, Inc., and its liates, subsidiaries, representatives, agents and contractors including the Makena Care Connection; 
“PHI” means personal health information, including, but not limited to, information relating to your medical condition, treatment, care management, and health 
insurance, as well as all information provided on this form and any prescription or by you directly; and “De-Iden d Data” means information that will not 
be speci cally identi able to you or your baby. For example: AMAG may publish a report that says, “On Tuesday, 5 patients were contacted.” You may be one of 
those 5 patients, but the information would not be traceable to you. 
Access: Your treatment, payment, enrollment, or eligibility for bene ts (“Access”) is not conditioned on signing any Authorization. PHI can be subject to special 
protections by law, such as HIPAA. Unlike your healthcare provider, however, AMAG is not “covered” by HIPAA, which means that any PHI disclosed to AMAG is 
not controlled by HIPAA. AMAG agrees to only use your PHI as you authorize below, and to not sell your PHI to a third party. 
Copy, Expiration, and Cancellation Rights: You are entitled to a copy of each Authorization. Except as to De-Identi  Data, each Authorization you sign 
expires  (5) years from the date signed below. You may cancel any Authorization at any time by mailing a letter requesting such cancellation to AMAG  
c/o AllCare Plus Pharmacy, 50 Bearfoot Rd., Northborough, MA 01532, or by phone by calling 1-800-847-3418, but this cancellation will not apply to any 
information already used through the Authorization.
II. PHI Authorization: By signing this Authorization, I authorize my health plans, healthcare providers, and pharmacies to disclose my PHI to AMAG for the 
following purposes: (1) to assist with my obtaining and being treated with Makena, such as to: (a) establish my eligibility for s; (b) communicate with my 
healthcare providers and me about my medical care; (c) help third parties provide care-related products, supplies, or services; and (d) register me in any 
product registration program required for my treatment; (2) to contact me during and after my treatment to: (a) provide me with treatment or support materials; 
and (b) ask me to participate in patient programs and surveys; and (3) to review and publish  Data. Further, I understand and agree that: (i) my PHI 
disclosed under this Authorization is no longer protected by federal privacy laws; (ii) my pharmacy may share my PHI related to the dispensing of Makena, and 
that my pharmacy may be paid for that information; (iii) I may refuse to sign this Authorization and still have Access; and (iv) I understand my Copy, Expiration, 
and Cancellation Rights. 

 Patient or Legal Guardian Signature:   
Relationship to Patient:  Date:  
III. Adherence Support Authorization: I have provided my PHI Authorization above and wish to participate in an adherence support program (“Program”) at 
no cost to me, designed to help me stay on track with treatment and provide me with educational information. By signing this Authorization, I acknowledge and 
agree that: (1) I am voluntarily choosing to enroll in this Program; (2) AMAG may use my PHI to provide the Program; (3) AMAG may contact me via phone, email, 
and mail to provide the Program; (4) AMAG may review and publish De-Identi ed Data it receives from the Program; (5) I may refuse to sign this Authorization 
and still have Access; and (6) I understand my Copy, Expiration, and Cancellation Rights. 

 Patient or Legal Guardian Signature: 
Relationship to Patient:  Date:    
IV. Opt Into Text Messaging: By initialing the box(es) below, I opt into receiving text messages from AMAG, and understand that standard message and data 
rates may apply. To opt out of receiving future texts, I may call 1-800-847-3481, or reply STOP. I understand that receiving texts is not a requirement for Access 
or Program participation.

 (Initial here)     I want to receive general texts about Access (such as missing information alerts, shipment updates, etc.)

 (Initial here)       I want to receive texts from the Adherence Support Program. ©2017 AMAG Pharmaceuticals, Inc. PP-MKN-US-00374 11/17

STEP 3  Patient Eligibility
Is your patient pregnant with a singleton and have a history of singleton spontaneous preterm birth (<37 weeks of gestation)?    Yes  No
Current Gestational Age:  weeks  days              Date recorded: 

Please see full prescribing information.
Is the patient currently receiving Makena?   Yes  No           
Is the patient currently receiving compounded HPC (“17P”)?    Yes  No

ICD-10 Code: 
 O09.212 Supervision of pregnancy with history of preterm labor, second trimester 
 O09.213 Supervision of pregnancy with history of preterm labor, third trimester 
 O09.219 Supervision of pregnancy with history of preterm labor,
 Other: 

Note: The ICD-10 codes start  
with an uppercase “O” which  
is followed by a zero.

Clear Field

STEP 4  Prescriber Information

Prescriber’s Name (Last, First)

Address City State ZIP

Practice Name Fax #

NPI #  Tax ID # Medicaid Provider #

Direct Phone #

After-hours Phone # Email

Preferred Method of Communication  Phone  Fax  Email

STEP 5  Complete Makena Rx  J1726, effective January 1, 2018 (previously J1725 or Q9986)

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL

  Dispense quantity 4 x 1 mL single-dose vials  
(64011-247-02) X 
(ie, through 366 weeks) or delivery,

Sig: Inject 1 mL IM each week (every 7 days)

  18-g needle & 3 mL syringe  # X 

  21-g, 1½” needle  # X 

Preferred Injection Setting: 

  Home healthcare administration by Optum® home nursing services  
(weekly assessment and injection), if approved by insurance

  Other: , if approved by insurance

Please Ship Makena to:    Prescriber  Patient                                                                                   Desired Start Date: 

STEP 6  Optional Quick Start Program (see eligibility requirements)

Quick Start allows eligible patients to begin treatment if there is a 5 business day delay by the payer during the b s investigation process. If needed, your eligible 
patient can receive 2 doses plus an additional 2 doses of Makena at no cost while ben s are being d. No patient, pharmacy, or payer should be billed for 
the product supplied by AllCare Plus Pharmacy. Eligibility Requirements: Patients must be commercially insured, meet the FDA indication, and be within the 
treatment initiation window. In compliance with federal regulations, patients insured by a government-funded program (eg, Medicaid, TRICARE, etc.) are not eligible.

Intramuscular Injection
Rx: Makena (hydroxyprogesterone caproate injection) 250 mg/mL, 1 mL vial with injection supplies

  : Inject 1 mL IM each week (every 7 days)

Clear Field

Clear Field

STEP 7  Read and Sign Prescriber Authorization
I authorize AMAG Pharmaceuticals, Inc., and its ates, agents and contractors (“AMAG”) to be my designated agent to (1) provide any information on 
this form to the Makena Care Connection for use as authorized by the above named patient (2) provide any information on this form to the insurer of the 
above named patient and (3) forward the above prescription by fax or by other mode of delivery to a pharmacy that can provide the prescribed medication 
for the above named patient. If my patient has not signed the Patient Authorization section of this form, I certify that I have my patient’s HIPAA authorization 
for the release of my patient’ ation and insurance information to ation and coordina

I certify that this therapy is medically necessary and that this information is accurate to the best of my knowledge. 
 Prescriber’s Signature:  Date: 

 Dispense As Written/Do Not Substitute:  Date: 

Fax completed form and insurance cards (front and back) to: 1-800-847-3413

Clear Field

IV. Opción de aceptación para mensajes de texto: Al escribir mis iniciales en la(s) casilla(s) que aparecen más abajo, acepto recibir mensajes de texto de 
AMAG, y entiendo que podrían aplicarse tarifas estándar por mensajes y transmisión de datos. Para dejar de recibir los mensajes de texto, puedo llamar al 
1-800-847-3418 o contestar «STOP». Entiendo que recibir mensajes de texto no es un requisito para el Acceso ni para participar en el Programa.
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Makena (inyección de caproato de hidroxiprogesterona) es un progestágeno indicado para reducir el riesgo de parto prematuro 
en mujeres con un embarazo de feto único con historial de parto prematuro espontáneo en embarazo de feto único. La eficacia 
de Makena se basa en la mejora del porcentaje de mujeres que dieron a luz con <37 semanas de gestación. No existen ensayos 
controlados que demuestren un beneficio clínico directo, como por ejemplo la mejora de la mortalidad y morbilidad neonatales.

Limitación de uso: Aunque hay muchos factores de riesgo para el parto prematuro, la seguridad y la eficacia de Makena solo se 
han demostrado en mujeres que habían tenido anteriormente un parto prematuro espontáneo de feto único. No está destinado 
a su uso en mujeres con embarazos múltiples o con otros factores de riesgo para el parto prematuro.

Información importante sobre la seguridad de Makena (inyección de caproato de 
hidroxiprogesterona)
Makena no se debe usar en mujeres que presenten alguno de los siguientes trastornos: Coágulos de sangre u otros problemas 
de coagulación sanguínea, cáncer de seno u otros tipos de cáncer sensibles a las hormonas o historial de estos trastornos; 
Sangrado vaginal inusual no relacionado con el embarazo en curso, piel amarillenta debido a problemas del hígado durante 
el embarazo, problemas del hígado como los tumores hepáticos, o presión sanguínea alta que no esté controlada.

Antes de que le administren Makena, informe a su proveedor de atención médica si tiene alergia al caproato de 
hidroxiprogesterona, al aceite de ricino o a cualquiera de los demás ingredientes de Makena; diabetes o prediabetes, 
epilepsia, migrañas, asma, problemas del corazón, problemas del riñón, depresión o presión sanguínea alta.

En un estudio clínico, ciertas complicaciones o eventos asociados con el embarazo se produjeron con más frecuencia en 
las mujeres que recibían Makena, como el aborto espontáneo (pérdida del embarazo antes de la semana 20 de gestación), la 
muerte fetal (muerte del feto a partir de la semana 20 de gestación), el ingreso hospitalario por contracciones prematuras, la 
preeclampsia (presión sanguínea alta y demasiadas proteínas en la orina), la hipertensión gestacional (presión sanguínea alta 
causada por el embarazo), la diabetes gestacional y el oligohidramnios (poca cantidad de líquido amniótico).

Makena puede causar efectos secundarios serios, como coágulos sanguíneos, reacciones alérgicas, depresión y color 
amarillento de la piel y del blanco de los ojos. Llame de inmediato a su proveedor de atención médica si cree que tiene síntomas 
de un coágulo de sangre (hinchazón o enrojecimiento de una pierna, una zona de la pierna que se note caliente al tocarla o dolor 
en la pierna que empeore al doblar el pie) o síntomas de una reacción alérgica (ronchas, comezón o hinchazón de la cara). Los 
efectos secundarios más frecuentes de Makena incluyen las reacciones en el lugar de la inyección (dolor, hinchazón, comezón, 
moretones o un bulto duro), las ronchas, la comezón, las náuseas y la diarrea.

Le rogamos que reporte los efectos secundarios negativos de los fármacos recetados a la FDA. Visite www.fda.gov/medwatch 
o llame al 1-800-FDA-1088.

Para consultar la Información para la prescripción completa, sírvase visitar www.makena.com/pi
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