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‘[ % The Apothecary Shops

23620 N. 20th Dr,, #12 | (877) LINKSRX Toll-Free Phone

. (546-57
Phoenix, AZ85085 | 577) 5.46-5780 Toll-Free Fax

theapothecaryshop.com

'\\' CAPHOSOL® Prescription Referral Form

Patient’s Name: (Last, First) Date of Birth: Sex: M dF
Home Phone: () Work Phone: () Alternate Phone: ()
Street Address: City/State/Zip:
Alternate Contact: Relationship: Phone: ( )
Primary Insurance (Rx) Telephone # Insured:
ID# Group # BIN # PCN #
Medicare: Claim # Effective date Part B: PartDBenefit: Yes or No
Secondary Insurance Insured:
ID # Group # Effective Date:
Diagnosis: [ Mucositis (528.00) [ Xerostomia (527.7) [ Other: (ICD Code: )
® ; ; STANDARD DOSING:
Caphosol (Supersaturated CGICIum Phosphate Rlnse) « For use during high dose chemotherapy or radiation treatment: 4
DIRECTIONS: Use doses per day. May use up to 10 doses per day if needed. | doses per day from the onset of the cancer treatment. Up to 10 doses

per day if pain from mucositis is experienced. Use for the duration of
the treatment or as instructed by physician.

QUANTITY: 1 month supply PRN Refills - Relief of dry mouth: 2-10 times per day or as instructed by physician.

Date: UPIN No./DEA:

Prescriber’s Name:

Drug/Strength:

Practice Name:

Directions:
Specialty:
Street Address: Qty: Refill:
City/State/Zip: (1 Initial Prescription [ Previously Dispensed
Phone:( ) Secure Fax No: () Drug/ Strength:
E-mail:
Office Contact: Directions:
Provider Tax I.D. #:
Qty: Refill:
---------------------------------------------------- [ Initial Prescription [ Previously Dispensed
Substitution Permissible — Prescriber Signature
(We cannot accept signature stamps.) Drug/Strength:
____________________________________________________ Directions:
Dispense as Written — Prescriber Signature
(We cannot accept signature stamps.)
Qty: Refill:
[ Initial Prescription [ Previously Dispensed
Date MedicationNeeded: —— Shipdrug to: [ Prescribers Office [ Patients Home [ Other:
[ Pick-up:
Store Location

« We do not accept Schedule Il prescriptions via fax.
+ No other medication may be written on this form when prescribing a controlled substance.
« Fax forms will only be accepted if faxed directly from a prescriber’s office. We cannot accept prescriptions faxed by patients.

Confidentiality Notice: This telecopy transmission contains confidential information that belongs to the sender and that is legally privileged. This information is intended only for the use of the individual or entity
named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of this document is strictly prohibited. If you have received
this telecopy in error, please notify the sender immediately to arrange for the return of this document. The Apothecary Shops facsimile machines are secure and in compliance with HIPAA privacy standards.




