PATIENT INFORMATION FORM GIBSON DISCOUNT PHARMACY

PERSONAL INFORMATION

NAME

DATE OF BIRTH .............................................................. GENDER . [ . ] MALE . [ . ] FEMALE ...........................
ADDRESS ............................................................................................................................................
CITY ............................................................................ STATEZIPCODE ..................................
PRIMARY TELEPHONE .................................................................. [ . ] HOME . [ . ] WORK . [ . ] MOB”—E ............
SECONDARY TELE PHONE .............................................................. [ . ] HOME . [ . ] WORK . [ . ] MOB]LE ............

ALLERGY INFORMATION THIS INFORMATION IS REQUIRED

DO YOU HAVE ANY DRUG ALLERGIES? [ 1YEs [ ] No/NOT SURE

COMMON ALLERGIES [ ] PENICILLIN [ ]SULFA [ ] TETRACYCLINE[ ] CODEINE [ ] NSAIDs [ ] PHENYTOIN

PRIVACY INFORMATION

WHO HAS PERMISSION TO DISCUSS YOUR PRESCRIPTIONS WITH US IF YOU CAN NOT?

PERSONAL PREFERENCES

DISPENSE MEDICATION IN CHILD RESISTANT PACKAGING? [ IYEs [ 1No
DISPENSE MEDICATION WITH GENERIC WHEN POSSIBLE? [ 1YEs [ 1No
RECEIVE ELECTRONIC NOTIFICATION WHEN PRESCRIPTIONS ARE READY? [ ITEXT [ 1]EMAIL [ ] NONE

ACKNOWLEDGEMENT AND AUTHORIZATION

. I UNDERSTAND THAT | MAY REVOKE THIS AUTHORIZATION IN WRITING AT ANY TIME BY SENDING A LETTER TO GIBSON DISCOUNT
PHARMACY.

. I UNDERSTAND THAT | MAY REFUSE TO SIGN THIS AUTHORIZATION AND THAT MY REFUSAL TO SIGN WILL NOT AFFECT MY ABILITY TO
OBTAIN TREATMENT FROM GIBSON DISCOUNT PHARMACY.

. I UNDERSTAND THAT IF THE PERSON OR ENTITY THAT RECEIVES MY PHI IS NOT REQUIRED TO COMPLY WITH FEDERAL PRIVACY
REGULATIONS, THIS INFORMATION DESCRIBED ABOVE MAY BE REDISCLOSED AND WOULD NO LONGER BE PROTECTED BY THOSE
REGULATIONS

. I UNDERSTAND THAT GIBSON DISCOUNT PHARMACY WILL NOT RECEIVE COMPENSATION FOR USING/DISCLOSING MY PHI PURSUANT TO

THIS AUTHORIZATION TO GIBSON DISCOUNT PHARMACY FROM A THIRD PARTY.

SIGNATURE OF PATIENT OR PERSONAL REPRESSIVE DATE

IF SIGNED BY PERSONAL REPRESENTATIVE, EXPLAIN YOUR AUTHORITY OR RELATION TO THE PATIENT

GIBSON DISCOUNT PHARMACY T 972-287-7070 F 972-287-8199




