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    fax completed forms to: (607) 692 – 7670
P.O. Box 416                                                                    


       office phone: (607) 692-7669

Whitney Point NY 13862                                                                                           toll free: (888) 603-5973

Patient Assistance Program Intake Form
Primary Care Provider Section
Complete the prescription information below then give to the patient to complete and hand in to the office to be faxed
Intake site: ​​







Staff member: 







	Drug Name
	Dosage & Instructions
	Prescriber
	Date Patient Recv’d Meds
	Staff Initials

	New to program or refill?
	
	
	
	

	New to program or refill?
	
	
	
	

	New to program or refill?
	
	
	
	

	New to program or refill?
	
	
	
	

	New to program or refill?
	
	
	
	


Patient Section
Complete and hand in to the office to be faxed
Do you have health insurance? Yes/No  
If yes, what type? 


 
 Are prescriptions covered? Yes/No
First Name: 




 Last Name: 




  Age: 


Date of Birth: 



  

Address: 



 
City: 



 Zip: 


Home Phone: (
       )


 
County of Residence: Broome/Delaware/Tioga

Gender: M/F 




Are you legally disabled? Yes/No   Veteran? Yes/No
Are you a U.S. Citizen? Yes/No           

Marital Status: Single/Married/Divorced/Widowed/Separated
# Residing in Household: 


Adults: 

  Children: 



Monthly Income: 



Source(s): 




Please sign below to indicate that you have given consent to share the above information for the purposes of applying to the Patient Prescription Assistance Program
Patient Signature: 




 Date: 
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P.O. Box 416


   Patient Assistance Program Intake Form   fax (607) 692-7670


Whitney Point, NY 13862                         
    First Name_______________________   Last Name:_____________________ Page ____ of ______
	               Drug Name
	   Dosage
	   Who Prescribed
	 Date patient rec’d meds
	Staff Initials

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	

	New to program or refill? Circle one
	
	
	
	


        Please fax to Rural Health Network of South Central New York – (607) 692-7670






The documents accompanying this transmission contain confidential health information that is legally privileged.  This information is intended only for the use of the individual or entity named above.  The authorized recipient of this information is prohibited form disclosing this information to any other party unless required to do so by law or regulation.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of these documents is strictly prohibited.  If you have received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.

