[bookmark: _GoBack]PRESCRIPTION TRANSFER REQUEST FORM
CONFIDENTIAL INFORMATION


Privacy Act Statement
AUTHORITY: 10 U.S.C. 3012
PRINCIPAL PURPOSE: To collect demographic information to transfer and fill prescriptions.
ROUTINE USE:  Used by Pharmacy staff to verify patients’ identity and to conduct management activities.
VOLUNTARY: Voluntary, however, refusal may preclude transferring and dispensing medications.
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Please select a location for pick-up:
· IACH PHARMACY
· CUSTER HILL HEALTH CLINIC PHARMACY
· FARRELLY HEALTH CLINIC PHARMACY
· POST EXCHANGE (PX) PHARMACY

Please allow 48-hours to complete your request.




· Please check box if you are a TRICARE for Life Beneficiary




PATIENT NAME:								  Phone Number:			
		   (last)			(first)		(middle initial)

PATIENT Date of Birth				  SPONSOR’S Last 4 SSN:			

PATIENT HOME ADDRESS						 CITY/STATE/ZIP CODE			

NAME of MEDICATION(s)												
															   

PHARMACY NAME				                  PHARMACY PHONE NUMBER			

PRESCRIPTION NUMBER(s) (if known)										
	









------------------------------------------------------PHARMACY STAFF TO COMPLETE BELOW----------------------------------------------------


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				














TO BE COMPLETED BY PHARMACY STAFF
Patient Name (Last, First, MI)						 Last 4 SSN				  
Date of Birth								 Phone #				


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				


Prescription Number			  Qty		
Medication Name/Strength/Dosage Form		
							
Directions						
							
							
Original # Refills					
Refills Remaining					
Original Date of Prescription				
Last Fill Date						
Pharmacy Name					
Pharmacy Address/City/State/Zip Code			
							
Pharmacy Phone #					
Pharmacy DEA # (if applicable)				
Prescriber Name					
Prescriber DEA/NPI #					
Prescriber Address/City/State/Zip Code		
							
Prescriber Phone #					
Transferring RPh					
Receiving RPh						
Patient Contacted (Date/Time)				
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