Patient Rx Request for Dr. Shiver / Dr. Valentine    


DATE________________________
Patient Name:_________________________________
Allergies: NKDA/PCN/Sulfa/_________________

DOB: _____/_____/_____   MR #: _________________
Last Office Visit Date: _____/_____/_____

Patient Phone #:(____)-____-_______  H/W/C
Bill Status: No Balance/Payment Plan/Overdue/Collections

Pharmacy: ____________________________________  Pharmacy Phone #: (____)_____-_______

	Medication
	Doseage
	Frequency
	Condition
	Auth’ed
	Refills

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	


Date Called In: _____/_____/_____
Called in By: _________
Rx Pickup:Y/N    Date:_____/_____/_____
Comments/Sxs:

Patient Rx Request for Dr. Shiver / Dr. Valentine    


DATE________________________
Patient Name:_________________________________
Allergies: NKDA/PCN/Sulfa/_________________

DOB: _____/_____/_____   MR #: _________________
Last Office Visit Date: _____/_____/_____

Patient Phone #:(____)-____-_______  H/W/C
Bill Status: No Balance/Payment Plan/Overdue/Collections
Pharmacy: ____________________________________  Pharmacy Phone #: (____)_____-_______

	Medication
	Doseage
	Frequency
	Condition
	Auth’ed
	Refills

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	

	
	
	
	
	Y/N
	


Date Called In: _____/_____/_____
Called in By: _________
Rx Pickup:Y/N    Date:_____/_____/_____
Comments/Sxs:
