




Intake Questionnaire 

Current Medications and Dosage:

MEDICATION NAME/ OTC DOSE FREQUENCY 

Referring Physician:______________________________________________________________ 

Drug Allergies:

________________________________________________________________________________ 

Name:______________________________________________ Date:______________________

D.O.B.:______________________ Email Address:_______________________________________

Reason for Visit:__________________________________________________________________ 



Refills: 1 2 3 NR

Physician______________________________________________________________________________

Give to Sara/CC to be entered into the E-Rx  system. 

**Please mark superbill E-Rx** 

PLEASE PROVIDE YOUR PHARMACY INFORMATION SO WE KNOW WHERE TO SEND
ANY MEDICATIONS YOU MAY BE PRESCIBED 

**Top Section Only** 

E-Rx  Form 

Name:___________________________________________________________________________Medicare Pt: Y/N

DOB:_________________________________________________________________________________________________

Pharmacy Name:___________________________________________________________________________________

Pharmacy Address:________________________________________________________________________________

Pharmacy Phone Number:_______________________________________________________________________

Rx :

Suprep 

Linzess 145/290

Omeprazole 40

Amitiza 8mcg/24mcg

Clenpiq 
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