
Prior Authorization Request Form 

Fax Back  To:  (800) 853-3844 

Phone:  (800) 711-4550 

5 AM—7 PM PST M-F 

Specialty Pharmaceutical Order Form 

Patient Information 

Patient’s Name: 

Insurance ID:                                                      Date of Birth:                                 Height:                        Weight: 

Address:                                                                                                                       Apartment #: 

City:                                                                     State:                                                Zip: 

Phone Number:                                                 Alternate Phone:                           Sex:            Male              Female 

Provider Information 

Provider’s Name:                                             Provider ID Number: 

Address:                                                            City:                                                  State:                            Zip: 

Suite Number:                                                  Building Number:  

Phone Number:                                                Fax Number: 

Provider’s Specialty: 

Contact at the MD Office:                                                Alternate Phone:                                 Extension: 

 

 

 

 

 

 

Drug: 

 

 

 

 

Sig: 

 

 

 

 

Quantity:XXXXXXXXXXXXXXXXXXXRefill:XXXXXXXXXXXXX 

 

Physician Signature:XXXXXXXXXXXXXXXXXXXXXXXXXXX 
 

 

DAW XXXXXXXX (Initial here) 

Please attach any pertinent clinical information that would pertain to support stated diagnosis. 

ICD9 Code:                 nnnnn 

 

Date:XXX/XXX/XXX 
 

Delivery Instructions 

Will the physician supply this drug?                   Yes         No 

Ship to physician’s office?                                     Yes         No 

                                                 Suite number: 

                                                 Bldg number: 

Ship to patient’s address?                                    Yes         No 

Specify alternate address: 

 

                               Date medication needed:           /          / 

Medication Instructions (for Pharmacy) 

Has the patient been instructed on                    Yes         No 

how to self-administer? 

Is this medication a new start?                            Yes         No 

If NO, please provide: 

                                           Initiation Date:                  /          / 

                                           Date of Last Dose:            /           / 

All necessary ancillary supplies are provided free of charge to 

the patient at the time of delivery. 

This electronic fax transmission, including any attachments contains information that may be confidential and/or privileged.  The information contained in this facsimile is intended to be 

for the sole use of the individual(s) or entity named above.  If you are not the intended recipient, be aware that any disclosure, copying, distribution or use of the contents of this informa-

tion is strictly prohibited by law and will be vigorously prosecuted.  If you have received this electronic fax transmission in error, please notify the sender immediately and destroy all elec-

tronic hard copies of the communications including attachments.   
 

Specialty Drug fulfillment provided by Prescription Solutions Specialty Pharmacy, PO Box 509075,  San Diego, CA  92150-9075 

PRX0210_0110 


