HERITAGE

SPECIALTY PHARMACY

Patient Demographics Information

Patient Name

Oral Oncology Patient Referral Form
Admissions Fax # 844-878-6917
Admissions Phone # 855-WE-R-RARE (855-937-7273)

SSN# DOB

Patient Address

Primary Phone

Cellular Phone

Work Phone

Emergency Contact Name, Relationship

- Copy of insurance cards
- Patient face sheet w/demographics

Patient Insurance Information

Insurance Plan #1

- Copy of most recent lab results

- History and Physical

Insurance Plan #2

Emergency Contact Phone Number

- Recent vitals including blood pressure

Additional Documentation Needed

Subscriber Name

Subscriber Name

Policy Number

Patient Clinical Information

Height (inches) Weight (Ibs) Allergies (food/drug)

Gender

Policy Number

Statement of Medical Necessity / Primary Diagnosis

Description of diagnosis

Medication Information / Prescription and Orders

Medication

Group ID

O Cotellic

Dose/Strength

O Erivedge

O Mekinist

Directions

O Tafinlar O Zelboraf

Therapy Cycle Quantity

Refills

O Cotellic

Dose/Strength

O Erivedge

O Mekinist

Directions

O Tafinlar O Zelboraf

Therapy Cycle Quantity

Refills

Additional Information O New

0 Ongoing

Prescriber Information
Physician Name

Office Contact

Practice Address

Practice Phone

NPI#

License #

DEA#

Physician Signature Required - Substitution Permitted

Date

Physician Signature Required - Dispense as Written

Date

HB-25-74175
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