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Part B Specialty Pharmacy Drug Fax Form  
 

                                                       
Member Name ____________________________________________ DOB _______________ 
 
Member ID Number _________________________ PFFS____________LPPO______________ 
 
Name of Drug__________________________________________________________________ 
 
Dosage/Route__________________________________________________________________ 
 
Diagnosis_____________________________________________________________________ 
 
Co-morbidities _________________________________________________________________ 
 
Plan of Treatment/Cycle__________________________________________________________ 
 
Prior Treatments/Medications and Results____________________________________________ 
 
_____________________________________________________________________________ 
 
Current Lab Values______________________________________________________________ 
 
_____________________________________________________________________________ 
 
Date of Service_____________________Place of Service_______________________________ 
 
Facility/Provider Name________________________Facility/Provider Number_______________ 
 
NPI Number____________________________Tax ID# (last 5 digits)______________________ 
 
Phone Number (    )_______________________Fax Number (    )_________________________ 
 
Contact Person_________________________________________________________________ 
 
Requesting Physician__________________________Tax ID# (last 5 digits)_________________ 
 
Requesting Physician Provider Number________________________NPI___________________ 
 
Telephone  Number 1-800-924-7141     
Fax 1-888-535-5243 or 1-423-535-5243 
 

CONFIDENTIAL INFORMATION 


