
Prescription Transfer Request 
 
 
Name:  ________________________ 
 
Date of Birth:  __________________ 
 
SMU ID#:  _____________________ 
 
Your phone #:  __________________ 
 
Name of Pharmacy transferring from: 
 
______________________________ 
 
City:  _________________________ 
 
Phone # of Pharmacy: 
______________________________ 
 
Prescription #:  _________________ 
 
Name or type of medication: 
______________________________ 
 
Prescription #:  _________________ 
 
Name or type of medication: 
_____________________________ 
 
If we don’t have it please provide 
Insurance information: 
Bin#:  _______________________ 
PCN:  _______________________ 
ID#:   _______________________ 
RX group:  ___________________ 
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