
ADVANCED PHARMACY and
RESPIRATORY CARE SOLUTIONS

Today's date: ____/____/____

Referred by:

Phone No.   Any questions call intake: 800.464.7736

Fax No.       Fax Form to: 949.582.6111

Patient Information

First Name: Last Name: Primary Language:

SS#: D.O.B.: Sex: M F

Address: City: State: Zip:

Home Phone: Work Phone: Other:

Caregiver Emergency Contact Phone: Relationship: Phone:

Insurance Information

Primary Insurance Secondary Insurance

Subscriber: Subscriber:

ID#: ID#:

Grp. Policy: Grp. Policy:

Phone: Phone:

Employer: Employer:

Statement of Medical Necessity: Primary Diagnosis

Primary Diagnosis:

Diagnosis Code: Description:

Diagnosis Code: Description:

Other Medical History: Allergies:

Height: Wieght: As of Date:

Medications

Medication: Strength:

SIG:

Medication: Strength:

SIG:

To be administered: In Office Clinic / Out Patient Facility Home Other

Physician Information

Physician: Physician's Phone #:

Physician's Address:

Office Contact:

Physician's NPI #: California License#

Physician's Signature: M.D.                           DATE: ____/____/____

CCS Panaled Co-Signature (if perscribing MD not panaled):

Advanced Pharmacy and Respiratory Care Solutions
26611 Cabot Road  Suite B, Laguna Hills, CA  92653
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