
Patient Name:                                                                              DOB:

Facility:

Medication:                                                                                   Rx #:

FAX: (866) 367-8702  PHONE: (866) 367-8701

P.O. BOX 2767 EUGENE, OR 97402

G e t t i n g  t h e  r i g h t  m e d i c a t i o n  t o  t h e  r i g h t  p e r s o n  a t  t h e  r i g h t  t i m e

CYCLE MEDICATION REPLACEMENT

The cycle medication listed above needs to be replaced due to the following reason:

Medication was dropped and wasted

Medication was refused 3 times and wasted

Medication was spit out

Other (explain):

Total Quantity of replacement tablets/capsules needed:

PLEASE NOTE: Any controlled substance must have an approval from the         
prescriber before any additional medication can be sent out.

Facility Staff Name (print)                                            Date

FAXED TO MHP:
Date and Initials

PLEASE COMPLETE AND FAX TO PHARMACY AS SOON AS POSSIBLE

PHI HIPAA Compliance Statement
This communication may contain confidential Protected Health Information. This information including any attachment is
intended only for the use of the individual or entity to which it is addressed. The authorized recipient of this information is
prohibited from disclosing this information to any other party unless required to do so by law or regulation and is required to
securely store or destroy the information after its stated need has been fulfilled. 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 by federal law. If you have received this information in error, please notify the sender immediately and
destroy this transmission. To view your Medicare Prescription Drug Coverage and Your Rights. 
Please visit www.managedhealthcarepharmacy.com and click on the Medicare and Your Rights tab.

http://www.managedhealthcarepharmacy.com/

