
10749 Marks Way 
Miramar, FL 33025 

Phone: (800) 526-1490       Fax: (800) 526-1491 

PRESCRIPTION FAX FORM 

Patient Information
Name: Date:

Delivery Address:

Phone: DOB:          Male          Female 

Health Plan: Member ID: Drug Allergies: 

Drug Name/Strength:______________________________

Quantity:________________________________________

SIG:___________________________________________

Refills_____________

Drug Name/Strength:_____________________________

Quantity:_______________________________________

SIG:__________________________________________

Refills_____________

Drug Name/Strength:______________________________

Quantity:________________________________________

SIG:___________________________________________

Refills_____________

Drug Name/Strength:_____________________________

Quantity:_______________________________________

SIG:__________________________________________

Refills_____________

Physician Information  
Name: 

Address: Suite#: 

Phone: Fax: DEA: NPI: 

Signature: 
WARNING:  The information transmitted is intended only for the person or entity to which it is addressed and may contain CONFIDENTIAL material.  If 
you received this material/information in error, please contact the sender and destroy the material/information immediately.  Personal Health 
Information (PHI) is personal information related to a patient’s health care.  It is being faxed to you after appropriate authorization or under 
circumstances that do not require authorization.  You are required to maintain it in a safe, secure and confidential manner.  Re-disclosure without the 
appropriate patient authorization or as permitted by law is prohibited.  Unauthorized re-disclosure or failure to maintain confidentiality could subject you 
to penalties described in HIPAA, federal and state laws.


