
 PhilRx Prescription Fax Order Form 
 

 
 
 

 
Name: ____________________________________________________ Date of Birth (mm/dd/yyyy):  ________________  

Cell Phone: (____) _____________ Email: _______________________________________________________________ 

Shipping Address: _______________________________________ City: ________________ State: ______ ZIP: _______ 

Sex: Male           Female           Primary Language: __________________________________________________________ 

 

 
Name: ________________________________________________________ NPI #: ______________________________ 

Address: _____________________________________________ City: __________________ State: ______ ZIP: _______ 

Office Contact Name: ________________________________________________________________________________ 

 Phone: (____) _____________ Fax: (____) _____________  

 

Strength/Form  How Supplied Refills  

WINLEVI® 
(clascoterone) 
cream 1%

 

 

60-gram tube
 

 
Apply a thin layer 
(approximately one gram) 
of WINLEVI evenly over the 
affected area (entire face, chest, 
or back) twice daily. 

 

  

ICD

Chart Notes Included:

-10 and Diagnosis: 

 

 
  

 

                                         

 

Fax this completed p form to PhilRx at 888-975-0603 

Have questions or need assistance? 
Contact the PhilRx support team at 855-977-0975 (Option 1)

Commerical

Member Name (cardholder):__________________________Rx Plan Name:____________________________
Prescription Drug Card Member ID #:__________________________________Rx Group:_________________
Rx BIN:___________________________________Rx PCN:__________________________________________
Prescriber Signature:_______________________________________________Date:_____________________
Transmitted by (full name if other prescriber): ____________________________________________________

WINLEVI is a registered trademark of Cassiopea, S.p.A., used under exclusive license. 
All other trademarks are property of their respective owners. 
©2024 Sun Pharmaceutical Industries, Inc.
All rights reserved. PM-US-WIN-0495 09/24
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