j HEALTH SERVICES:

F: 1-844-329-2447

P: 1-844-443-6879
PATIENT INFORMATION

Patient Name

Pharmacy General Enroliment
and Prescription Form

ePrescribe to our pharmacy at “GENTRY HEALTH SERVICES” in Avon Lake, Ohio.

PRESCRIBER INFORMATION

Prescriber's Name

poe__ [/ / SSN Gender Practice Name

Weight Height Phone DEA NPI
Address Address

City, State, Zip City, State, Zip

Cell Phone E-Mail Phone Fax

PLEAZE PROVIDE COPY OF PATIENT S PREFCRIFTION INZURAMCE CARD WITH EMROLLMENT FORM

Insurance Co. Name

Insurance Co. Phone Group#
Policy Holder Name

Policy Holder Employer

Relationship to Patient

ID# RxBIN PCN

Office Contact Person

Office Contact EMAIL

Prescription Date Date Needed

With my signature on this form, | also authorize use of Gentry Health's Services
which includes serving as my prior authorization designated agent in dealing with
medical and prescription insurance companies, and co-pay assistance foundations.

Prescriber Signature

Ship to: OPatient OPrescriber's Office O Discount Drug Mart

Prescri ptiO n Insurance Information (please provide copy of patient's insurance card with enrollment form)

Primary Insurance Name

Group#

Primary Insurance Phone
Policy Holder Name

Policy Holder Employer

Relationship to Patient

Secondary Insurance Name

ID# RxBIN PCN

Secondary Insurance Phone Group#
Policy Holder Name

Policy Holder Employer

Relationship to Patient

ID# RxBIN PCN

Medical Information

Description of Diagnosis

ICD-9 Code
ORestart

Date of Diagnosis
Therapy Type: ONew Start
Latex Allergy: OYES (ONO
Other Disease States or Comorbities

ORefill Authorization
Medication Allergies jpiesse st

ICD-10 (must include after 10/1/2014)

Other Medications Prescribed

Additional Comments

Prescrl'ptl'on Information (if brand name is necessary, prescriber must handwrite DAW)

Medication Name and Dosage Form Strength

Qty Refills

Directions




