Prime Pharmacy Services, LLC
581 Interstate Blvd., Sarasota, FL 34240
PH: (941) 378-9360 / FAX: (941) 378-9790
TOLL FREE: (866) 470-4490 / FAX: (866) 470-4491
PHARMACY DESIGNATION FORM
Please complete this form and return or fax it to us at the address listed above
Resident’s Name:
__________________________
_____________________________________ 

Resident’s Phone:  
_______________________________________________________________

Resident’s Address (& facility name):
__________________________________________________

___________________________________________________________________________________

Date of Birth:
____________________     Social Security Number:____________________________
Is this resident allergic to any medicine? (if so, please list):  ____________________________________ ____________________________________________________________________________________
Insurance Company Name:
__________________________________________________________
Insurance Company Phone #
__________________________________________________________
ID Number:
____________________________________
Group Number ____________________
Responsible Party (Name of person responsible for paying for resident’s medicine (and/or co-pays): 

____________________________________________________________________________________
Address of Responsible Party:
__________________________________________________________
_____________________________________________________________________________________
Phone Number of Responsible Party:
____________________________________________________
With respect to the above indicated resident:
1.
I voluntarily designate Prime Pharmacy Services as the pharmacy provider and authorize Prime Pharmacy Services to dispense and deliver medications for this Resident as requested by the staff at the facility indicated above.

2.
I agree to accept financial obligation for the services and/or products provided by Prime Pharmacy Services to the Resident. If insurance information is specified above, Prime Pharmacy Services will bill the insurance company and charge me by statement each month for any co-pays and/or items not covered by that insurance company.

3.
I will pay for all charges within fifteen days of the statement date by the following

(check one)     _____
Credit Card      _____  Check  
4. 
(Required) In order to ensure timely deliveries and eliminate late fees, I will allow my credit card information to be held on file. If payment selection is by check , credit cards will not be charged unless account is past due. Please call us if no credit card is available. 

Number: __________________________________________ Exp. Date:
__________________

X
Responsible Party’s Signature                                                                   Date

