
Pharmacy Transfer Request Form

Patient information

Name:

Address: City:

State: Zip code:

Phone number: Date of birth:

Current pharmacy information

Name of pharmacy:

Address:

Phone number:

New pharmacy information

Name of pharmacy:

Address

Phone number:

Medication transfer details

List of medications to be transferred:

1. 

2. 

3. 

4. 

5. 

Insurance information

Insurance provider:

Policy number: Group number:

Insured’s name: Relationship to insured:



Authorization

I hereby authorize the transfer of my prescriptions and medication records from my current pharmacy 
to my new pharmacy. I understand that the current pharmacy may require a few business days to 
process this request and verify my information before completing the transfer.

Patient signature: ________________________________  Date: ____________________________

Please allow up to 48 hours for the transfer to be processed. If you have any questions, contact your 
new pharmacy directly.

Additional notes and instructions


	Name: Angelica Cruz
	Address: 1997 Southern Street
	City: New York
	State: NY
	Zip code: 10004
	Phone number: 516-630-8948
	Date of birth: March 1, 1990
	Name of pharmacy: Southstar Drugs
	Address_2: 1990 Southern Street, NY  10004
	Phone number_2: 646-541-8168
	Name of pharmacy_2: CityPhrama
	Address_3: 1990 East Street, NY  10004
	Phone number_3: 516-630-80000
	1: Birth control pills
	2: 
	3: 
	4: 
	5: 
	Insurance provider: XYZ Insurances
	Policy number: 989-000-AX
	Group number: 67A
	Insureds name: Angelica Cruz
	Relationship to insured: N/A
	Date: August 12, 2024
	Additional notes and instructions: 
	Patient signature: 


