
PHARMACY PRESCRIPTION CARD INFORMATION

Patient Name:  
Last First Middle 

 ID Number : Date of Birth: Student Phone:  

List any Drug or Food Allergies: _________________________________________________________________________ 

Please complete the sections below regarding your current prescription insurance coverage. ax the information to 
ompleted form to he address below. 

PHARMACY INSURANCE INFORMATION

ID/Member ID:  _________________________________________________________________________________________
 

RX BIN:  
 

RX PCN:  
 

RX Group:  
 

Insurance Company Phone Number (Toll Free Number for Pharmacy Help Desk):  

Primary Insurance Member’s Home Zip Code: ______________________________________________________________ 

I give  Health Center  Pharmacy permission to contact me for medical purposes and to notify me 

when my prescriptions are ready. 

Student Cell Phone Number: ___________________Signature: Date: 

 

Please visit our website at 

DIVISION OF STUDENT AFFAIRS


