[bookmark: _GoBack]Patient Provided Information for Transfers-One prescription per sheet 
CANNOT BE USED FOR CONTROL MEDICATIONS
MAY TAKE UP TO 72 BUSINESS HOURS TO COMPLETE PROCESS
Please provide the following information from your Medication label 
Name & Date of Birth: __________________________/___/___
DOD ID (Back of Card) OR SSN: __________________________
Contact Phone Number: ________________________________
Total Number of Rx to transfer ___________
Original Pharmacy/Post Name: _________________________
Original Pharmacy Phone number: _______________________
Prescription Number: __________________________________
Drug Name & Strength: _________________________________



For Pharmacist Use Only
Prescription Number: __________________________________
Original Rx Date, & Refills: ____/_____/_________       #________
Last Fill Date & Refills Remaining: ___/_____/____     #_________
Drug Name: __________________________________________
Drug Strength: ________________________________________
Directions: ___________________________________________
Doctor Name & Phone number: _________________________________
Doctor DEA: _________________ License: _________________ NPI: ______________________
Transferring Pharmacist Name: __________________________
KAHC Pharmacist Name: __________________________

