BREGVWARD

COUNTY

HUMAN SERVICES DEPARTMENT
COMMUNITY PARTNERSHIPS DIVISION

Health Care Services
115 South Andrews Avenue, Room A 300* Fort Lauderdale, Florida 33301* 954-357-5390* FAX 954-357-5897

RYAN WHITE PART A PROGRAM 10-DAY EMERGENCY MEDICATION COVERAGE
MEDICAL EXCEPTION REQUEST FORM

***Eorm must be filled out in its entirety in order for request to be considered.***

Patient URN:

PROVIDER INFORMATION

Physician Name:

Physician Phone Number: Physician Email:

Agency: Agency Phone: Agency Fax:
MEDICATION REQUEST #1

Name of Drug: Strength: Dosage:

Diagnosis related to medication use:

What alternative medication resources been explored (e.g., Target, Publix, Walmart, etc.)?

Does this medication have a patient assistance program (PAP)? [ Yes [ No
If yes, has the client applied and what is the status of the application?

MEDICATION REQUEST #2 (if applicable)

Name of Drug: Strength: Dosage:

Diagnosis related to medication use:

What alternative medication resources been explored (e.g., Target, Publix, Walmart, etc.)?

Does this medication have a patient assistance program (PAP)? 1 Yes [1 No
If yes, has the client applied and what is the status of the application?

MEDICATION REQUEST #3 (if applicable)

Name of Drug: Strength: Dosage:

Diagnosis related to medication use:

What alternative medication resources been explored (e.g., Target, Publix, Walmart, etc.)?

Does this medication have a patient assistance program (PAP)? [0 Yes [ No
If yes, has the client applied and what is the status of the application?

Please fax completed request to Susan Malek at 954-357-5897

For Internal Ryan White Program Use Only

Request #1: [ Approved [ Not Approved
Request #2: [ Approved [ Not Approved
Request #3: [ Approved [ Not Approved




