@

PHARMACY
Patient Information

DOCTOR / PRESCRIBER

Specialty Prescription Referral Form
Please complete the form and fax to: 402.896.3774

4 VA Prgmier

Health Plan, Inc.

Last Name

Facility Name

Facility/Physician Information

Physician Name

First Name Home Phone Work/Mobile Phone Date of Birth
Home Address City State Zip
Shipping Address (if different from above) City State Zip
Social Security Number Gender (M/F) Allergies Diagnosis

Phone/Fax

Address

City

State

Zip

Physician UPIN #

Insurance Information

Primary Insurance

Physician DEA #

Phone

Physician State License # Physician NP1 #

Name/SSN of Insured ID Number

Group Number

Secondary Insurance

Phone

Name/SSN of Insured ID Number

Group Number

Other Insurance

Additional Information
Today’s Date

Medications
1. Drug / Strength

Date Meds Needed

May we contact this patient?

O Yes

Nurse/ Caretaker

0 No

Phone/Pager

Telephone/Written Orders

Quantity Refills
2. Drug / Strength Sig Quantity Refills
3. Drug / Strength Sig Quantity Refills
4. Drug / Strength Sig Quantity Refills
5. Drug / Strength Sig Quantity Refills
6. Drug / Strength Sig Quantity Refills
7. Drug / Strength Sig Quantity Refills
8. Drug / Strength Sig Quantity Refills
9. Drug / Strength Sig Quantity Refills
10. Drug / Strength Sig Quantity Refills

Counseling Offered: ___ Yes

Physician Signature

___No

RP Initials I:I Result: _ Question(s) ___ No Questions ___ Refused

Priority Mail

Regular Mail

Express Mail

FedEx Hosp FedEx Ground

FedEx Home FedEx Saver

Delivery

Pick Up

888.370.1724 m 10004 S. 152nd Street,, Suite A, Omaha NE 68138

Amber Enterprises, Inc., dba Amber Pharmacy © 2012



