Optum Rx°
Fax 1-800-491-7997

Physician, please provide:
+Complete member information

+ Complete prescription information
- 90 day supply is preferred

—

5510

Customer service phone number: 1-800-562-6223
Physician’s line: 1-800-791-7658

Note: Schedule IT medications cannot be faxed
This is not a valid prescription in Arizona.

1. Member information

Last name First name MI Gender
OM OF

Date of birth Insurance Phone number
(mmy/dd/yyyy) ID number with area code
Delivery address Apt. #
City State ZIP Alternate phone number

with area code
Drug allergies O Cephalosporins O Quinolone Health conditions O Asthma O Heart condition
O Penicillin O Erythromycin O Others O Diabetes O Cancer O Others
O Sulfa O Tetracycline O Glaucoma O High blood
O Codeine O Ampicillin O Osteoporosis pressure
O None known O Aspirin O Arthritis O Thyroid disease

2. Physician and prescription information — physician to complete this section

Medication (Strength, dosage form and formulation)

Directions

Quantity
Refills:O0 O1 O2 O3 O Other

Dispense as written: O Yes:

Medication (Strength, dosage form and formulation)

Directions

Quantity
Refills:O0 O1 O2 O3 O Other
Dispense as written: O Yes:

Physician’s
name

NPI DEA

Street

City

State ZIP

Phone

Date

Signature

Date

Sign and fax back to: 1-800-491-7997

[alt fax: 1-760-476-0406]

This document and others if attached contain information from Optum Rx that is proprietary, confidential and/or may contain protected health information (PHI). We are required to
safeguard PHI by applicable law. The information in this document is for the sole use of the person(s) or company named above. Proper consent to disclose PHI between these parties
has been obtained. If you received this document by mistake, please know that sharing, copying, distributing or using information in this document is against the law. If you are
not the intended recipient, please notify the senderimmediately and return the document(s) by mail to Optum Rx Privacy Office, 17900

Von Karman, M/S CA016-0203, Irvine, CA 92614.

I WF7387764_060122



	Last name: 
	First name: 
	MI: 
	Date of birth mmddyyyy: 
	Insurance ID number: 
	Phone number with area code: 
	Delivery address: 
	Apt: 
	City: 
	State: 
	ZIP: 
	Alternate phone number with area code: 
	Other: 
	Other_2: 
	Physician s name: 
	NPI: 
	DEA: 
	Street: 
	City_2: 
	State_2: 
	ZIP_2: 
	Phone: 
	Date: 
	Signature: 
	Date_2: 
	Gender: Off
	Refills-1: Off
	Refills-2: Off
	Directions-1: 
	Medication-1: 
	Medication-2: 
	Directions-2: 
	Dispense-1: Off
	Dispense-2: Off
	DA-1: 
	DA-3: 
	DA-2: 
	penicillin: 
	0: 
	0: Off


	sulfa: Off
	codeine: Off
	none known: Off
	cephalosporins: Off
	erythromycin: Off
	tetracycline: Off
	ampicillin: Off
	aspirin: Off
	quinolone: Off
	DA-other: Off
	Diabetes: 
	0: 
	0: Off


	Glaucoma: Off
	Osteoporosis: Off
	arthritis: Off
	asthma: Off
	cancer: Off
	high blood pressure: Off
	thyroid disease: Off
	heart condition: Off
	HC-others: Off
	HC-1: 
	HC-2: 
	HC-3: 


