
Specialty Medication Referral Form 
Phone: (855)345-3275  |  Fax: (610)489-6645 

Date Needed By: ______________________ 

If faxed materials include Protected Health Information (PHI), these records are CONFIDENTIAL. Pharmacy shall receive Authorization from the patient 
prior to releasing or utilizing PHI for reasons other than treatment, payment or healthcare operations. This information is intended solely for the use of the 
individual named above. If you are not the intended recipient, you are hereby advised that any dissemination, distribution or copying of this communication 
is prohibited. If you have received this fax in error, please immediately notify the sender by telephone and destroy the original fax message. 

Patient Information 
Patient Name: Male  Female 

DOB: Allergies:   None   Yes (please describe): 

Address: City: Zip: 

Phone # (circle preferred): Home:  Work: Cell: Email: 

Emergency Contact: Emergency Phone: 

Insurance Information — Please attach copies of cards (front & back)

Primary Insurance: Company: Policy Holder: 

Group #: Policy #: Phone #: Fax #: 

Pharmacy Benefit Coverage (PBM): Member ID#: Policy Holder: 

RxGroup #: RxBIN #: Phone #: Fax #: 

Diagnosis Information — Please specify primary and secondary diagnoses

Primary ICD-10: Secondary ICD-10: 

Is patient new to therapy?   Yes  No Date of Diagnosis: 

Height: Weight: 

Requested Medication Order 

Delivery Instructions 
(1) Ship-to Address

Address: 

City: State: Zip: 

(2) Deliver to

Patient’s Office or Patient’s Home      Local Pick up 
 (select one) 

Physician Contact Information & Authorization 
Physician Name: Office Contact: 

Phone #: Fax #: 

Address: City: State: Zip: 

 Patient Signature or Initials:  Date: 

Click here to email form 

Fields outlined with red are required
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