
Oncology
Patient information Prescriber + shipping information
Patient Name: _______________________________  DOB: _____________

Sex:  Female  Male SS #: ______________________________________

  Wt:______ kg lbs Ht:______ cm in

Address: ______________________________________________________

Apt/Suite: ________ City:____________________ State:____  Zip:______ 

Phone:____________________  Alternate Phone:______________________

Caregiver name: _________________________ Relation: _______________

Local Pharmacy: _________________________ Phone: ________________

Insurance Plan: ____________________  Plan ID # ____________________

Please fax a copy of front and back of the insurance card(s).

Prescriber  Name:______________________________________________

NPI #: ______________________________________________________

Address: ____________________________________________________

Apt/Suite #_______ City:___________________ State:_____ Zip:______

Contact: _____________________________________________________

Phone: ______________________ Alternate: _______________________

Fax: ________________________________________________________

Email address: _______________________________________________

If shipping to prescriber : 1st Month Always Never

Clinical information (Please fax all pertinent clinical and lab information)
Diagnosis/ICD-10 (C00-D49): ________________________________________________________________________________________________

Patient Type (if applicable): 

 adult female NOT of reproductive potential
 adult female of reproductive potential

 child female NOT of reproductive potential
 child female of reproductive potential

Date: _____________________

BRAF mutation present (if applicable):   V600E     V600K       Any prior treatment:  No  Yes (provide information below)

Prior Therapy Reason for Discontinuation of Therapy Approximate Start Date Approximate End Date

____________________________________
____________________________________
____________________________________

________________________________________
________________________________________
________________________________________

__________________
__________________
__________________

_____________________
_____________________ 
_____________________

Comorbidities: ________________________________________________________________________________________________________________
Concomitant Medications: _______________________________________________________________________________________________________
Allergies:   NKDA   Other: ____________________________________________________________________________________________________

Prescription

Confidentiality statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is 
exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating or distributing the 
information (other than to the intended recipient) or copying the 

Prescriber's Signature :_____________________________________________________________________
 
 Date: _______________ 

and its representatives to act as an agent to initiate and execute the insurance prior authorization process for this prescription. 

Information.

I authorize CoxHealth at Home

PHONE: 1-855-419-4663

FAX:  1-417-269-0692

  

 


12-18-2020 Revised Date

**To order an Oncology medication, please either fill out the prescription below OR fax a seperate prescription with this referral form**

Drug/Dose/Route/Frequency: _________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Quantity to Dispense: __________________

Refills: ____________


