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CONFIDENTIALITY WARNING: The information contained in this facsimile message is privileged and confidential information intended only for the review and use of the individual or entity named above. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure, dissemination, distribution or copying of this communication or the information contained herein is strictly prohibited. If you have received this communication in error, please immediately notify sender by telephone, and destroy the original documents.

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

The patient listed above has requested to receive Pharmaceutical Case Management (PCM) services at my practice.  This patient indicated your pharmacy is the primary provider of prescriptions but that you are not currently providing PCM services to this patient.  If PCM services are being provided to this patient, please notify me immediately.  Otherwise, I will continue with plans to provide these services.   Information regarding any changes in treatment will be forwarded to you to promote coordination of care.  Please fax me this completing form in order to facilitate this process.
Is this pharmacy the primary dispensing pharmacy used by this patient?

Yes
No

Have you provided PCM services to this patient?




Yes
No

Preferred method to forward future information on this patient:


Fax    Email

Fax:  __________________________________ Email: ___________________________________
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.

(insert signature)

Insert Pharmacist Name
0

