
6348 NE Halsey Street, Suite A; Portland, OR 97213 
Phone: 503-962-1700; Fax: 503-215-8455 

 

Provider Communication  
 
To:       Fax:      Date: 6/2/2016 

From:   Tony , CPhT    Fax: (503) 215-8455 

We are contacting you in regards to patient:  , (DOB):   

☐Urgent  ☐ For communication only  ☐ Please reply 

☐Acknowledgement of prescription receipt or receipt of referral.  
      We have received the following prescription/referrals: 
Medication name:     Medication name:     
Medication name:                                Medication name:   
 
☐Credena Health is ABLE to fill the medication but the following information or processes must be 
completed before medication can be filled.  

☐Prior authorization needed. Please send the following information 
☐Chart notes (most recent, supporting use of above therapy) 
☐Patient face sheet including insurance information 
☐Other:   

☐Co-pay or other financial assistance is needed. We are working with the patient and various  
 resources to assist with co-pay. 
☐Other information needed. Please send the following information:  

☐Active medication and allergy list 
☐Other:    

☐Credena Health is UNABLE to fill the medication due to:  
☐Access to the medication ☐ Non-contracted insurance  ☐ Prior Authorization Denied 

 The prescriptions have been transferred to:  Phone:    Fax:   
 The patient was notified of this transfer on:   Date:   
 

☐The patient has been successfully contacted for REFILL of the following medication(s).  
Medication name:     Medication name:    
Medication name: ☐ Other   
☐Refill has been set up for the following Date:   

☐The patient has NOT been successfully contacted for REFILL. 
 Please contact Credena Health to advise how to proceed.  
☐OTHER: 

☐ NEW prescription for:   
☐ Other:   

 
***CONFIDENTIALITY NOTICE*** 
The documents accompanying this electronic transmission contain information belonging to Providence Home Services which is confidential and/or legally 
privileged. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, you are hereby 
notified that any disclosure, copying, distribution or the taking of any action in reliance on the contents of this telecopied information is strictly prohibited. 
REMINDER: Redisclosure of any clinical information originating from Providence Home Services is strictly prohibited. If you have received this electronic 
transmission in error, please immediately notify sender at above phone number to arrange for return of the documents.  
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