
    TEL: 509.773.7117  FAX: 509.772.2737

Transfer Request Form

Transfer Rx request for patient:
NAME

DATE OF BIRTH

This message (including any attachments) is intended only for the use of the individual or entity named above and may contain privileged or 
confidential information. If you are not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are 

notified that any review, dissemination, distribution or copying of this message is prohibited. If you have received this communication in error, please 
immediately notify the sender immediately by telephone and destroy the content of the original message. Thank you.

Transfer Rx(s)

Thank You,                               

,RPh                             

If you fill your prescriptions out of the area, would you like to transfer? Yes            No

 
TRANSFER REQUEST FORM KVH

PHARMACY

Notes:


