3603 TAMIAMI TRAIL N,

NAPLES, FL 34103
c TEL: (239) 314-7979
v FAX: (239) 314-7976

NEW PATIENT FORM

PERSONAL INFORMATION

FIRST NAME MIDDLE NAME LAST NAME
YES NO IF YES LIST ALLERGIES BELOW
L] ]

DATE OF BIRTH MEDICATION ALLERGIES

ADDRESS / CONTACT INFORMATION

STREET ADDRESS CITY STATE ZIP

CELL PHONE NUMBER E-MAIL ADDRESS

TRANSFER INFORMATION
WOULD YOU LIKE TO TRANSFER PRESCRIPTIONS? YES [] NO[ ]

PHARMACY NAME PHARMACY PHONE

INSURANCE INFORMATION

RX BIN # RX PCN # RX GROUP #

RX 1D# RELATIONSHIP INSURANCE COMPANY

CONFIDENTIALITY NOTICE: This document contains confidential information belonging to the sender that is legally privileged. This information is intended only for the use of APEX
CARE PHARMACY 3. The authorized recipient of this information is prohibited from disclosing this information to any other party and is required to destroy the information after its
stated need has been fulfilled. This document complies with all HIPAA regulations. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution,

or action taken in reliance on the contents of these documents is strictly prohibited. If you receive this document in error, please notify the sender to arrange for return of these
documents.



