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FAX: 1-800-521-5779

CONFIDENTIAL
Prescription Refill/Renewal Request

Please Fax Complete Prescription Information to 1-800-521-5779

To authorize this medication to be filled/renewed please complete the form below and Fax to 1-800-521-
5779. To ensure expedient processing, please complete this form in it’s entirety before faxing.

l&‘ Physician’s Name:

Phone #:
Fax #:
Date:
Patient Name: Patient Address:
City: State: _ Zip: Patient Phone:
Plan Member ID: Date of Birth:

*Most Insurance Plans will allow a 90 Day Supply

*** PLEASE EILL IN ALL RX INFORMATION BELOW & SIGN FORM******

Medication Name: Strength:
Directions: Quantity: ** FOR 90 DAY SUPPLY**
# of Refills: Physician DEA:

SQubstitution Permissible - Prescriber Signature Dispense as Written - Prescriber Signature

s )

IMPORTANT CONFIDENTIALITY NOTICE
This and any documents accompanying this transmission contain confidential health information that is legally privileged. This information is intended
only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to
any other party unless required to do so by law or regulation.
If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of
these documents is strictly prohibited. If you have received this information in error, please notify the sender immediately and arrange for the return or
destruction of these documents.
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