
CHS ONCOLOGY PRESCRIPTION ORDER FORM 
CMC Rx Pharmacy at Medical Center Plaza       

1001 Blythe Blvd. Suite 201 Charlotte, NC 28203                                                       
Phone  704-512-6057  Fax 704-512-6058      

PHARMACY HOURS: 8:00am – 6pm Monday thru Friday 

CMC Rx Pharmacy Liaison Gale Fraser Telephone (704) 512-6057 

 

Provider Name:________________________________________      Office contact name: ________________________ 

Address:______________________________________________        Phone number: ____________________________ 
City:_________________________________________________         Fax number:_______________________________ 

State:____________ Zip Code:_______________ 
 

Provider Signature:   ___________________________________________________      Date:  ____________ 
 

 
Patient Name:______________________________  Sex:  Male  Female   ICD-9 Code:______________ 

Date of birth:____ /____ /_______      Social Security # XXX-XX-________       Diagnosis:________________ 
Address:________________________________                                             Deliver to:   Office   Patient Address 

City:___________________________________                                              Start Date: ___/____/_______ 

State:_____ Zip Code:___________ Best Contact number:_______________                          
                                   

*Please send a copy of the front and back of patients insurance card(s) 

Medications Strength & Dosing Quantity Refills 

 Afinitor                        Sprycel 

       

 Arimidex                      Stivarga 

 Bosulif  Sutent                        

 Erivedge  Tafinlar 

 Exjade                        Tarceva 

 Gleevec                        Tasigna 

 Gilotrif  Temodar 

 Hycamtin                     Thalomid 

 Iclusig  Tykerb 

 Inlyta  Votrient 

 Jakafi  Xalkori 

 Nexavar                       Xeloda 

 Oforta                          Xtandi 

 Promacta  Zelboraf 

 Revlimid                      Zytiga 

 

 ____________________________ 

Revlimid Authorization #__________                             Thalomid Authorization #_____________________                                                   

Pharmacy Confirmation#_______________________ 

 Aranesp                     Neupogen 

   

 Arixtra                       Procrit 

 Caphosol                   Sancuso 

 Emend                       Sylatron 

 Lovenox                    Zofran 

 Neulasta                   

 
 
 

 ___________________________ 

   

 

 

CONFIDENTIALITY NOTICE: 

If you are not the intended recipient or the person responsible for delivering it to the intended recipient, you are hereby notified that you are not authorized to read, print, retain, copy or 
disseminate this message, any part of it, or any attachments. This facsimile message may contain information that is confidential, privileged, proprietary, or otherwise legally exempt from 
disclosure or use. Any disclosure or use of this facsimile message by any person other than the intended recipient or person responsible for delivering it to the intended 
recipient may constitute a Federal criminal offense punishable by imprisonment up to 10 years or fines up to $250,000. If you have received this message in error, please destroy 
this message and any accompanying attachments in their entirety without reading the content and notify the sender immediately by telephone of the inadvertent transmission, by calling 
collect if located outside the calling area. There is no intent on the part of the sender to waive any right or privilege that may be attached to this communication. Thank you for your 

cooperation. 
Last Revision 9/18/2012 


