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SIGN AND FAX THIS FORM TO 877.828.3939
If you have questions, please call 877.627.MEDS (6337)

Prime Specialty Pharmacy NPI: 1457618555

GENERAL REFERRAL FORM
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PRESCRIPTION INFORMATION
First Name:                                                                   MI: Date Needed: /     /  New Prescription Refill Prescription New to Therapy Restarting Therapy
Last Name: Deliver To:  Patient’s Home  Prescriber’s Office  Other: ______________________
Patient DOB: Sex: MEDICATION STRENGTH QTY DIRECTIONS RF
Address:

City/State/ZIP:

Primary Phone:                                                              Alternate Phone:

PR
ES
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ER

PRESCRIBER INFORMATION
First Name:                                                                   Last Name:

Provider NPI:                                                                Provider DEA:

Office Name:                                                                Office Contact:

Address:

City/State/ZIP:

Primary Phone:                                                            Fax #:

IN
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E

FAX A COPY OF THE FRONT AND BACK OF ALL INSURANCE CARDS
Primary Insurance: Policy ID #:

Policyholder Name: Group #:

Policyholder DOB: RX PCN:                             RX BIN:

Secondary Insurance: Policy ID #:

Policyholder Name: Group #:

Policyholder DOB: RX PCN:                             RX BIN:

CL
IN

IC
AL

CLINICAL
Primary Diagnosis: Height: Weight:
ICD10: Allergies
Other Health Conditions:  Dispense ancillary supplies, needles, syringes, and medical equipment necessary to administer medication.
Current Medications:  In-home skilled nursing services requested: for teaching for infusions( port IV catheter)

Patient Ability:  High Medium Low
Prescriber Signature and date: Required to validate prescription

___________________________________________________                      _____________________________________________________
 Dispense as written/Do not substitute Date  Substitution / Brand exchange permitted                        Date

For states requiring hand written expressions of product selection use, use this area (e.g., medically necessary, may not substitute, dispense as written, etc.).

Sign and Fax this form to: 312.694.0108
If you have and questions, please call 312.926.9365
Northwestern Medicine Specialty Pharmacy
Northwestern Memorial Hospital

You may also e-prescribe to: NW Medicine Specialty Pharmacy

Sign and fax this form to: 312.694.0108
If you have any questions, please call 312.926.9365
Northwestern Medicine Specialty Pharmacy
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