
Prescription Form
TO:
Accredo Health Group, Inc.
1620 Century Center Parkway
Memphis, TN 38134
Phone: 866.759.1557
Fax:

© 2017 Accredo Health Group, Inc. An Express Scripts Company. All Rights Reserved.
 OPS-00074-081117

Prescriber ____________________________________________________________________________

Address ______________________________________________________________________________

Phone _____________________________________     Fax _____________________________________

Faxed by:                                                                                                                                  Please fill out form completely and fax back to the number above.

Patient ID # ____________________________________   Patient name _______________________________________________________________

Date of birth __________________   Phone _____________________________________

Active address ______________________________________________________________________________________________________________

Drug and Non-drug Allergies _________________________________________________________________________________________________

Patient weight (kg) __________________   Date measured __________________   Diagnosis code _________________________________________

Concurrent meds ___________________________________________________________________________________________________________

DID YOU RECEIVE THIS FAX BY MISTAKE?
Confidentiality Notice: The document(s) accompanying this transmission may contain confidential health information that is legally privileged. This information is intended only for the use of the individual or 
entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party unless required to do so by law or regulation. 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 these documents is strictly prohibited. If you have received this information in error, please notify the 
sender immediately and arrange for the return or destruction of these documents.

I authorize HUB to act on my behalf for the limited purposes of transmitting this prescription to the appropriate pharmacy designated by the patient utilizing their benefit plan.

Return fax prepared by: ______________________________________________________________________________________________     Date: __________________

Prescriber’s full signature — signature required, no stamps. Prescriber certifies this is his/her full and usual signature.

Print prescriber’s name: __________________________________________  If NP or PA, under direction of Dr. ____________________________________
The prescriber is to comply with his/her state specific prescription requirements such as e-prescribing, state specific prescription form, fax language, etc. Non-compliance with state specific requirements could 
result in outreach to the prescriber.

NPI #: ____________________________________     State license #: _______________________________________________ (required for PA Medicaid)

Please sign on line below:

___________________________________________________________________          _________________________________________________________________          __________________
Substitution allowed Dispense as written Date

If Sig has changed, check the box below and indicate new directions. Otherwise, sign below to approve Sig as listed above.

❑ _______________________________________________________________________________________________________________________________________

Patient is currently receiving a:  ❑ 1-month supply    ❑ 3-month supply

Drug Name Dose/Directions Quantity and Refills

Dispense:
❑ 1-month supply
❑ 3-month supply
❑ Other ____________________

Refills: _______

Dispense:
❑ 1-month supply
❑ 3-month supply
❑ Other ____________________

Refills: _______

❑ Prescriber please check here to authorize ancillary supplies such as needles, 
    syringes, sterile water, etc. to administer the therapy

As needed for administration Send quantity sufficient for 
medication days supply

Reset Form 
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