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Specialty Pharmacy

®

Patient

Reimbursement

Eligibility 

Program

To: Cheryl Porter 

       Eligibility Department

Fax: (806) 324-5534

Phone: (800) 436-9724

From: ______________________

Office: _____________________

Fax: _______________________

Phone: _____________________

Patient Name: _______________________________________

Date of Birth: _______________________________________

Diagnosis: __________________________________________

Dose: ______________________________________________

Insurance Information: Please attach 

Additional forms can be printed at 

www.ivsolutions.com or www.maxorspecialty.com

P.R.E.P.


