First Time Questionnaire Form
Complete all required fields marked with an asterisk (*). This form is intended to collect provider, member, prescription, and clinical eligibility information for first-time GLP-1 program review.
Provider Information
	Field
	Response

	Provider First Name *
	 

	Provider Last Name *
	 

	Provider NPI Number *
	 

	Provider License Number *
	

	Provider DEA Number *
	 

	Provider Email *
	 

	Provider Phone *
	 

	Provider Fax *
	 


Member Information
	Field
	Response

	Member First Name *
	 

	Member Last Name *
	 

	Member Date of Birth *
	 

	Member Social Security # (9 digits, no dash or space) *
	 

	Member Email 
	 

	Member Phone *
	 


Prescription / Clinical Information
	Field
	Response

	Drug Name *
	 

	Quantity *
	 

	Day Supply *
	 

	Weight in Pounds *
	 

	Height in Inches *
	 


Information and Certification
Please fill out this form to request eligibility for your patient. The patient will not be able to participate in the program or seek reimbursement for GLP-1 drugs without having first completed this form and having been approved.
Submissions will be reviewed and the provider will be notified of a decision within 3 days. Once an approval email is received, the patient will be able to start using the credit toward the purchase of GLP-1 drugs.
I certify that the information provided is accurate and reflects my clinical evaluation of this patient.
I am the treating provider for this patient.
I am prescribing or supervising the patient’s use of a GLP-1 medication for weight management purposes.
In my clinical judgment, GLP-1 therapy is appropriate for this patient. 

Signature: _____________________________ 
Date: _________________________________
