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PHARMACY ALTERNATIVES™

Consumer Change of Status



   Notification

Instructions: Complete and fax this form to the Pharmacy under a cover sheet for all changes in consumer status that would affect pharmacy services for that consumer. This includes New Admissions, Discharges, and Transfers within an operation, Notification regarding Deceased Persons, and any other pertinent status change situations. A signature and phone number must be included in every communication for the contact person.
Full Name of Consumer: ____________________________________________________________________ Date: ________________________

Facility (Main Office): _____________________________________________________________________________________ 
Status Change: 

□
New Admission--Effective Date: _________________ 
New Address (street/city/state/zip):____________________________________________

Phone #: __________________________________________________________

Date of Birth: ___________________ SS#: _________________________________

Medicaid #: __________________________ Medicare #: _______________________

Med Part D Prescription Drug Plan Name: __________________________ID #:_____________________________
Primary Physician: ___________________________ Phone #: ___________________
Allergies: __________________________________________________________ 
Admission Orders Included:     YES
        NO     Send Routine Meds         Send PRN Meds     (Please circle)    
□
Discharge--Effective Date: _________________
□
Deceased—Date of Death: __________________
□
Transfer within facility--Effective Date: ________________


Old Address (street/city/state/zip): ____________________________________________

New Address (street/city/state/zip):____________________________________________
New Phone #: _______________________________________________________

□
Other: ______________________________________________________________



(Example: Change of work status, day programming schedule, return from Nursing Home, etc.)
Signature of person completing: ____________________________________Print Name: __________________________

Phone #: ________________________________________________________________________________________




