PREFERRED CLINIC

PROGRAM

WHAT IS THE PREFERRED CLINIC PROGRAM?

The Preferred Clinic Program has a streamlined, easy
to administer application process. A customized,
consolidated application/prescription form, detailed
shipping statements, and bi-monthly billing minimize
administrative time. Our unique form combines the
patient application and the prescription into one
easy-to-complete process. Less paperwork means
the clinic staff can focus more time on patients.

HOW DOES THE PROGRAM WORK?

The clinic/health provider will contract with Rx
Outreach to utilize this method of service for their
facility. A clinic/health provider will be able to
submit multiple patient forms via fax or by mail
(clinic/provider will pre-qualify patients based on the
300% FPL). All prescriptions will be shipped directly
to your facility for distribution to the patient, with the
exception of controlled substances—-they will be
shipped to the patient address provided. Payment is
not required when you place your orders; an
itemized invoice is sent at the close of each billing
cycle (bi-monthly) indicating all orders processed
during that period. Payment is required upon receipt
of the invoice.

(See Reverse for Detailed Program Information)
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MEDICATIONS WILL BE
DELIVERED DIRECTLY TO
YOUR FACILITY

WE ARE AVAILABLE TO ASSIST YOU.

If you have questions about your orders, please call
us toll-free at 1.800.769.3880. Customer service
representatives and pharmacists are available
Monday through Friday, 7:00am-5:30pm Central
time, to answer questions and provide assistance.

TO LEARN MORE ABOUT THE PROGRAM:
Please contact Marsha England, Director of Client

Services, at 1-888-408-1079 ext. 6140 or email at
marsha.england@rxoutreach.org.

1.800.769.3880

www.rxoutreach.org

Rx Outreach is a fully licensed pharmacy. Rx Outreach reserves the right to add or delete medicines available, change fees, or discontinue the program at any time. Rx
Outreach does not accept returns of unused medicine dispensed pursuant to a valid prescription or refund fees for any such prescription. All prescriptions are evaluated
by a pharmacist before being filled. The quantity may be limited based on dose restrictions set by therapeutic guidelines and state regulations. We cannot ship
controlled substances to a P. O. Box or doctor’s office. The shipping address for these must be a deliverable U. S. Postal Service street address. ©2010 Rx Outreach. All
rights reserved. Rev 10/10



CUSTOMIZED PRESCRIPTION FORMS

Prescription forms (Figure 1) are specially coded
forms that enable you to order medications from Rx
Outreach. A supply of these forms will be provided
by Rx Outreach upon acceptance of the program.

FIGURE 1

Rx Qutreach only offers the medications listed on the
back of this form. Please make sure a medication is
on the list before you complete the form.

Rx Outreach

A SAFE, AFFORDABLE, AND EASY WAY TO GET MEDICINES YOU NEED.

Mail Order to:

Rx Outreach

PO Box 66536

St. Louis, MO 63166-6536

STEP 1 - PATIENT SECTION
Patient Name Date /

A S
mm dd v

Fax Order to:
1-888-430-9818

Patient

Shipping Address: City. State Zip.

Date of Birth /

/ Patient ID/SSN
mmodd vy

Clinic Participant 1D Number
Allergies

Other medications you are taking and medication conditions

STEP 2 - PHYSICIAN SECTION (Please refer to product list on the back of this form when filling out drug name)

Rx 1 -Drug Name Strength
Directions Quantity O 90 Days 0180 Days Refills (Check One) 0 102 0 3
Rx 2 =Drug Name Strength
Directions Quantity0 90 Days 0180 Days Refills (Check One) 0102 03
Rx 3 = Drug Name Strength
Directions Quantity O 90 Days 0180 Days Refills (Check One)0 102 03

PHYSICIAN MUST SIGN BELOW. PLEASE ATTACH ANY ADDITIONAL PRESCRIPTIONS TO THIS FORM.

/ /
mm dd

SUBSTITUTION PERMITTED (Physician Signature) Dispense as Wiiten

Physician Name DEA Number Phone
Address City State Zip
Type PRFCS 06110
CLINIC NAME
CLINIC ADDRESS
CLINIC CITY STATE ZIP
CLINICID #

COMPLETING THE PRESCRIPTION FORM

When completing the customized form, remember to
include the following required information:

Date, Patient Name, Date of Birth
Clinic Participant ID

Physician DEA or State License Number
Original Physician Signature

The DEA number only needs to be provided the first
time each of your physicians completes a
prescription. That information will be held in our
database for all future submissions. Please refer to
the drug list provided on the reverse side of the
Prescription Form to complete the drug name.
Include any allergies that may apply, be sure to
include the applicable medication strength, and
check the quantity box to make sure you have
indicated any requested refills.

Helping Families in Need

REFILL INFORMATION

A monthly refill report (Figure 2) will be sent to your
clinic when it is time to order refills. This report will
consist of three sections: Refills Remaining, Zero
Refills Remaining (new script required), and
Expired Script (new script required). Simply
check the box next to the prescriptions that you
need refilled and fax back to Rx Outreach.

FIGURE 2

Rx Outreach
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PAYMENT AND TRANSACTION DATA

Rx Outreach will invoice the participating clinic on a
bi-monthly basis for all transactions occurring in the
previous billing cycle. Along with the invoice, the
clinic will receive detailed transaction data describing
each shipment.

SUBMITTING INFORMATION

Mail or fax completed forms to:

Rx Outreach

P.0. Box 66536

St. Louis, MO 63166-6536
Fax: 888-430-9818



