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Patient Name: ______________________ Medicaid ID: ______________ Date of Birth:  __________  

The patient listed above has received Pharmaceutical Case Management (PCM) services at my practice.  I have enclosed a report of our recommendations to the physician.  Since your pharmacy is the primary dispensing pharmacy used by this patient, this information is being provided to you to promote coordination of care.  If this patient is no longer under your care, please notify me so I can forward this information to the appropriate provider.  Please contact me with any questions or concerns, or to share any information regarding this patient’s care.  You can reach me as indicated in the heading of this fax.  Thank you.
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