
PATIENT INFORMATION
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INSURANCE INFORMATION

DIAGNOSIS AND CLINICAL INFORMATION

lbs/kg inches/cm
Weightt:neitaP:etaD:9-DCI/sisongaiD

Allergies:

Comorbidities:
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Date: UPIN No./DEA:

Prescriber’s Name:

Specialty :

Street Address:

City/State/Zip:

Phone: (       )                                           Secure Fax No.: (       ) 

E-mail:

O�ce Contact:

DELIVERY INSTRUCTIONS

Date Medication Needed: Ship drug to: Prescriber’s O�ce    Patient’s Home    

Initial Prescription Previously Dispensed

Initial Prescription Previously Dispensed

Initial Prescription Previously Dispensed

Other:

Con�dentiality Notice: This telecopy transmission contains con�dential information that belongs to the sender and that is legally privileged. This information is intended only for the use of the individual or entity
named above. If you are not the intended recipient,you are hereby noti�ed that any disclosure,copying,distribution,or action taken in reliance on the contents of this document is strictly prohibited. If you have received
this telecopy in error, please notify the sender immediately to arrange for the return of this document. The Apothecary Shops facsimile machines are secure and in compliance with HIPAA privacy standards.

Practice Name:

Provider Tax I.D. #:

Drug/ Strength:

Directions:

:llifeR:ytQ

Drug/ Strength:

Directions:

:llifeR:ytQ

Drug/Strength:

Directions:

Qty: Re�ll:

• We do not accept Schedule II prescriptions via fax.
• No other medication may be written on this form when prescribing a controlled substance.
• Fax forms will only be accepted if faxed directly from a prescriber’s o�ce. We cannot accept prescriptions faxed by patients.

(We cannot accept signature stamps.)

Dispense as Written – Prescriber Signature
(We cannot accept signature stamps.)

Pick-up:
Store Location

Serum Creatinine:

Height

The Apothecary Shops 
Oncology Prescription Referral Form

23620 N. 20th Dr., #12
Phoenix, AZ 85085

(877) LINKSRX Toll-Free Phone

(877) 546-5780 Toll-Free Fax
( 5 4 6 - 5 7 7 9 )

Substitution Permissible – Prescriber Signature

BSA: Renal Dysfunction: |     Liver Dysfunction: 
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|    H/H (Hemoglobin/Hematocrit)                /

Complete this section or fax copy of insurance card front and back. 

Primary Insurance (Rx)      Telephone #                Insured: 
 
ID#    Group #   BIN #     PCN # 

Medicare:  Claim #           E�ective date Part B:      

Secondary Insurance       Insured:      

ID #     Group #     E�ective Date: 

Part D Bene�t:       Yes      or       No

Yes     or      No Yes     or      No


