
Date                       ________________________

Physician Name           ________________________________________________________________________
                                  *Please Print*

Signature           ___________________________________________________________________

PHARMACY PLAN REQUEST FORM

Date:                      _________________________________

Patient Name:        _________________________________________________________________
                             *Please Print*

Phone:                  _________________________________________________________________

Practice:        _________________________________________________________________

       _________________________________________________________________

Physician:        _________________________________________________________________

�  ❏    Prescription Submitted with request

�  ❏   No, I have not yet applied for ARC financing.  Please include pricing for medications.

�  ❏   Yes, I am in the process of applying for ARC financing.  Please include pricing for
medications.


