
 

   
 

 

  

   

 

    
 

 

    
    

     
 

     
 

 

  
 

  
   

 

 

   

 

 

 

 

 

 

 

  

 

 

  

[Front] 

THALOMID REMS® Prescriber Enro llment Fo rm 

All pre s cribe rs must be ce rtified to pre s cribe THALOMI D® (thalidomide ). To be come ce rtified the 
pre s cribe r mus t: 

1.	 Comple te the Pre s criber Enrollme nt Form, which is re quired for THALOMI D REMS® (forme rly 
k nown as the S. T. E.P .S.® program) ce rtification. 

2.	 Agre e to s teps on the following page that mus t be followe d with e ve ry patient. 

To s ubmit this form e le ctronically, ple as e visit www.Ce lge neRiskManagement.com or acce ss 
the Ce lge ne REMS mobile app. 

To submit this form via fax, ple ase complete the following page and fax it to 1-888-432-9325. 

THALOMID is contraindicate d in pre gnant female s and fe males capable of be coming pre gnant.
 
Fe male s of re productive pote ntial may be treated with THALOMID provide d ade quate pre cautions are
 
tak e n to avoid pre gnancy.
 

Ple ase re view the steps on the following page that mus t be followe d with e very patie nt.
 

THALOMID is only available unde r a re stricte d distribution program, THALOMID REMS® . 

((THALOM I D logo)) 

[Bac k] 
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THALOMID REMS® Prescriber Enro llment Fo rm 

Whe n pre s cribing THALOMI D® (thalidomide ), I agree to: 

•	 Provide patient c ounseling on the benefits and risks of THALOMID therapy, inc luding Boxed Warnings 

•	 Submit a c ompleted THALOMID® (thalidomide) Patient-Physic ian Agreement Form for eac h new patient 

•	 Provide c ontrac eption and emergenc y c ontraception c ounseling w ith eac h new prescription prior to and 
during THALOMID treatment 

•	 Provide sc heduled pregnanc y testing for females of reproductive potential and verify negative pregnanc y 
test results prior to w riting a new presc ription or subsequent prescriptions 

•	 Report any pregnanc ies in female patients or female partners of male patients pres c ribed T HALOMID 
immediately to Celgene Drug Safety (or Celgene Cus tomer Care Center) 

•	 Complete a mandatory and c onfidential pres c riber survey online or by telephone for all patients and 
obtain a new authorization number for eac h prescription w ritten. The authorization number and patient 
risk c ategory must be w ritten on eac h prescription 

•	 Fac ilitate female patient c omplianc e w ith an initial mandatory c onfidential patient survey online or by 
telephone 

•	 Presc ribe no more than a 4-w eek (28-day) supply, with no automatic refills or telephone presc riptions 

•	 Contac t a T HALOMID REMS® c ertified pharmac y to fill the presc ription 

•	 Remind patients to return all THALOMID c apsules to Celgene Corporation or their THALOMID 
presc riber, or to the pharmacy that dispensed the THALOMID to them 

•	 Return to Celgene all THALOMID c aps ules that are returned by patients. Shipping fees w ill be paid by 
Celgene Corporation. T o arrange returns , call the Celgene Cus tomer Care Center 

•	 Re-enroll patients in the THALOMID REMS® program if THALOMID is required and previous therapy 
w ith THALOMID has been disc ontinued for 12 c onsec utive months 

Ple ase fill out the space s be low comple tely. 

Presc riber Name __________________________________________________________ 

Degree: MD/DO/PA/NP/Fellow /Medic al Resident Spec ialty _______________________ 

Presc riber Identific ation Number (eg, DEA Number, Soc ial Sec urity Number, NPI Number, etc .) 

Ple ase indicate which office(s) will re ce ive THALOMID REMS® mate rials and update s: 

 Primary Offic e Name___________________________________________________ 
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Attention _____________________________________________________________
 

Address_______________________________________________________________
 

City________________________ State _____________ ZIP Code _______________
 

Phone _________________________Ext.____________ Fax_____________________
 

Email Address__________________________________________________________
 

 Sec ondary Offic e Name__________________________________________________ 

Attention ______________________________________________________________ 

Address_______________________________________________________________ 

City_________________________ State _____________ ZIP Code _______________ 

Phone _________________________Ext.____________ Fax ____________________ 

Email Address__________________________________________________________ 

I unde rstand that if I fail to comply with all re quire ments of the THALOMID REMS® program, my 
pre s criptions for THALOMI D® (thalidomide ) will not be honore d at ce rtified pharmacie s. 

Presc riber Signature _______________________________Date ___________________ 

Re turn this form to the Celgene Customer Care Center via fax or mail. 

Mail to: Celgene Customer Care Center, 86 Morris Avenue, Summit, NJ 07901 

Phone: 1-888-423-5436 

Fax: 1-888-432-9325 

www.Ce lge ne Risk Management.com 

((Celgene logo)) ((T HALOMID R EMS ® logo)) ((T HALOMID logo)) 

T HALOMID® is a registered trademark of Celgene Corporation. T HALOMID REMS® is a trademark of Celgene Corporation. 

© 2016 Celgene Corporation 6/16 REMS -T HA16755 
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