
   
 
 
 
 
 

NEW PATIENT ENROLLMENT FORM 
Please Fax to (818) 769-0026 or Mail to Above Address 

 

PATIENT INFORMATION 
 
Name                                                                                              Date of Birth______________________________    
 
 
Street                                                                                           City_____________________________________ 
 
 
State                    Zip                             E-mail_________________________________________________________  
 
 
Phone (         )                            _____   Cell (         ) _            Work (         )_____________________________ 
 
 
Diagnosis                                                               Transplant_Date_______________Discharge_Date______________ 
 
 
Physician Name                                                                             Phone (        ) _ ___________________________ 

Confidentiality Notice: This fax may contain protective health information. If so the following message applies:
Health Care Information is personal and sensitive information related to a person's healthcare. Such information is being faxed to you after appropriate authorization from the patient 
or under circumstances that do not require patient authorization. You, the recipient, are obligated to maintain it in a safe, secure, and confidential manner. Re-disclosure without 
additional patient consent or as permitted by law is prohibited. Unauthorized re-disclosure or failure to maintain confidentiality could subject you to penalties under federal and state 
law. If you have received this fax in error and/or are not the intended recipient, please call us immediately at 800-800-7306 to receive instruction regarding the destruction or return of 
this sensitive information. 

PX Specialty Pharmacy
5300 Lankershim Blvd, Suite 160 
North Hollywood, CA 91601 
1-800-278-3997   (818) 769-0313  Fax (818) 769-0026  

INSURANCE INFORMATION (Or call-in with details and submit copy of front/back of insurance card) 
 
Medicare # (if applicable)                                           Part (circle)    B    D   HMO _    SS#___________________ 
 
 
Insurance Company                                                                                Phone (        )_____________________ 
 
 
Name of Policyholder                                                                                   Date of Birth_______________________ 
 
 
ID#                                                                       Group# _________________________________________ 
 
 
Employer (if company plan)                                      Phone (        )____________________________________ 
 
 
Rx Card#                                                                 Bin#                         PCN#_________________________ 

Additional Information:  
 
_________________________________________________________________________________ 
_________________________________________________________________________________
_________________________________________________________________________________ 
Allergy □  

 


