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NewRx Request

prescription(s). Please cOffiolete the 5 areas below.
AREA 1 Patient Information

Patient Name: MemberID#:
Address: Phone: ( ) -
City, ST, Zip: DOB: / I
Allergy Info: Company
AREA 2 Prescriptions
Date

D Please check this box if this is a request for a controlled substance

DRUG NAME STR DIRECTIONS QTY REF

1.

2.

3.

4.

Comments:

AREA 3 Physician Signature Required

Dr. Dr.
DISPENSE AS WRITTEN PRODUCT SELECTION PERMITTED

* If the above signature is from a PAC or RNP, please supply the following information

*
Print PACIRNP Name License # Print Supervising Physician

AREA 4 Physician Information Required

Dr.'s Name: Phone: ( ) -
Address: Fax: : ( ) -
Cityl ST/Zip: DEA#

AREA 5 Fax Information

Faxed by: to 1-800-378-0323 Caremark
(Full Name if other than physician)

Ifyoll are not the intended recipient of this FAX, yOIlare hereby notified that any disclosure, copying, or distribution is prohibited.
Ifyoll have received this FAX in error. please notify us by phone at 1-800-378-5697.


