
 

1701 NE 7th St. 
Grants Pass, OR 97526 
Phone (541) 471-4106 
Fax (541) 471-4128 
Toll free 1 (888) 460-0185 
TTY/TDD 1 (800) 735-2900 
allcarehealth.com 

MEDICATION REQUEST FORM 
  STANDARD REQUEST (within 72 hours) 
  EXPEDITED REQUEST (as to not seriously jeopardize the member’s health)(within 72 hours) 
**REQUIRES PROVIDER JUSTIFICATION: 
__________________________________________________________________ 
 
INSURANCE PLAN:     AllCare CCO       
 
MEMBER: 
First Name: __________________________ Last Name: ____________________________   
DOB: _______________________________ ID #: _________________________________ 
 
PROVIDER/PHARMACY: 
Prescribing Provider: _________________________________________________________  
    (please provide full name of Provider) 
Provider Phone: ________________________ Provider Fax: _________________________ 
 
Pharmacy Name: ____________________________________________________________ 
    (please include location) 
Pharmacy Phone: _______________________ Pharmacy Fax: ________________________ 
 
MEDICATION NAME AND STRENGTH:        ICD-10 CODE (REQUIRED):  
 
1. __________________________________    DX: ________________________________ 
 
2. __________________________________   DX: ________________________________ 
 
3. __________________________________   DX: ________________________________ 
 
4. __________________________________   DX: ________________________________ 
How long has member been established on this med? __________   Length of need: ____ 
Have other Treatments/Medications been tried and failed?  ___ YES   ___ NO  
If “YES”, list: _______________________________________________________________ 
 
Additional information and/or comments: _______________________________________ 
 
PREPARED BY: 
Name: ___________________   Clinic name: __________________ PH: ________________ 
Fax: _____________________   Date: ______________ 
 
PLEASE FAX COMPLETED FORM WITH SUPPORTING DOCUMENTATION 

TO 541-471-4128 
Faxed forms are personal, confidential and privileged information intended for the named recipient only.  Any disclosure, copying, 

distribution, or the taking of any action in reliance on the contents of this fax is prohibited.  If you have received this document in error, 
please notify us immediately at (541) 471-4106 or fax # (541) 471-4128 and destroy the documents.     Thank you 


