
 
  

ENROLLMENT DATE: _____________________ MEDICATION START DATE: ________________________ 

PATIENT NAME: _________________________________ SEX (M/F): _____ DATE OF BIRTH: ____________ 

ADDRESS: ____________________________ APT #: ______ CITY/STATE: ________________ ZIP: ________ 

PREFERRED TEL#: ________________ WORK #: _______________ SOCIAL SECURITY#: _______________ 

EMERGENCY CONTACT: _________________________ TEL#: _______________ RELATION: ____________ 

 
PREVIOUS PHARMACY: ________________________________________ 

     TEL#: ______________________________________________________ 

PRIMARY CARE PHYSICIAN: ___________________________________ 

     TEL#: ______________________________________________________ 

ANY KNOWN DRUG ALLERGIES: _______________________________ 

______________________________________________________________ 

LIST ANY OTHER PHYSICIANS YOU MAY SEE (Eye, Ear, etc.): 

______________________________________________________________  

______________________________________________________________ 

______________________________________________________________ 
 
** Failure to fill out highlighted sections may result in delay of start time ** 

 
LIST OF MEDICATIONS: 
 

MEDICATION & DOSAGE MORNING NOON EVENING BEDTIME PRESCRIBING PHYSICIAN 

 Please list the actual times you take medications below  
      
      
      
      
      
      
      
      
      
      
      
      

                (OVER PLEASE) 

Services Requested: 
(Please Check All That Apply) 

 
 

 PharmaPak (Multi-Dose) 
 

 PharmaPak (Single Dose) 
 

 Medicine-On-Time  
        (Multi-Dose) 
 

 Blister Cards 
        (Single-Dose) 
 

 Bottles 

 Pre-filled Syringes 

 Diabetic Supplies 

 Medication Therapy 
         Management (MTM) 
 



LIST ANY NON-PRESCRIPTION MEDICATIONS YOU WOULD LIKE TO RECEIVE:   
(Aspirin, Vitamins, etc.) 

 

 

 
             

LIST ALL INSURANCES THAT PAY FOR YOUR PRESCRIPTIONS:   
(If possible, please include a photocopy of all insurance cards) 
 

INS. NAME: _____________________ ID#: _________________________ GROUP#: ______________ BIN#: ___________ 

INS. NAME: _____________________ ID#: _________________________ GROUP#: ______________ BIN#: ___________ 

INS. NAME: _____________________ ID#: _________________________ GROUP#: ______________ BIN#: ___________ 

 
HDAP/ADAP:  Have you ever applied for HDAP/ADAP?    Yes    Account #: ________________      No 
 
BILLING ADDRESS (IF DIFFERENT FROM ABOVE): Any money owed, co-pays, etc will be billed monthly. 
 
BILL HOLDER’S NAME: ____________________________________________ TEL#: ____________________ 

ADDRESS: __________________________________ CITY/STATE: _______________________ ZIP: ________ 
 
YOU MAY PAY WITH A CREDIT CARD: 
 
CARD HOLDER’S NAME: __________________________________ TYPE OF CARD: _______ VIN#: _______ 

CREDIT CARD NUMBER: _____________________________ EXPIRATION DATE: _____________________ 
 
DELIVERY INSTRUCTIONS – HOW WOULD YOU LIKE TO RECEIVE YOUR MEDICATIONS?:   

    Standard Delivery (From PharmaHealth Driver)                FedEx Delivery                Other 
 

Please list any special instructions regarding your delivery.  For example:  I attend daycare (please list days 

and times), Please use a specific door, Please call before delivering, etc. 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 
REFERRAL SOURCE?: _______________________________________________________________________ 
(Please list name of person, organization or media source) 
 
 
PRINTED NAME: _____________________________________________________________________________ 
 
SIGNATURE:  ________________________________________________________________________________ 
 
Please Return This Form To:  360 Faunce Corner Rd. Dartmouth, MA 02747 or Fax both pages to: (508) 998-
8036.  You may also leave this application with the pharmacist at any PharmaHealth Pharmacy location.                  
                                                                                                                                                                           LU03032010 

MEDICATION & DOSAGE MORNING NOON EVENING BEDTIME 

 Please list the actual times you take medications below 
     
     
     
     
     


