
JEFFERSON VALLEY PHARMACY  
3693 HILL BOULEVARD * JEFFERSON VALLEY NY 10535 * PHONE (914) 962-6553 

 

AFTER COMPLETING FORM  
FAX TO (914) 962-6228 OR EMAIL TO CONTACT@JVPHARMACY.COM 

NEW PATIENT INFO 
& 

PRESCRIPTION TRANSFER FORM 
 

NEW PATIENTS PATIENTS TRANSFERRING SCRIPTS 
If you simply want to provide info for us to be 

prepared to fill a prescription, fill out Section 1 & 2 
If you are a new patient with prescriptions you want 
us to transfer from another pharmacy or contact your 

doctor, fill out section 1, 2 & 3.  
 
SECTION 1 
___________________________________________________________________ 
Patient Last Name, First Name (SR,JR,)    Patient Date of Birth (mm/dd/yyyy)             Last 4 of Social Security Number 

___________________________________________________________________ 
Full Street Address        City   State  Zip 

___________________________________________________________________ 
Home Phone    Cell Phone     Email 

___________________________________________________________________ 
List All Allergies to Medication(s) 

 

PLEASE PROVIDE INSURANCE INFO FROM PHARMACY CARD 
(PHARMACY CARDS HAVE A “BIN#”) 

NY CITY EMPLOYEES HAVE 3 PHARMACY CARDS (REG, DIAB/CHEMO & PICA) 
SECTION 2 INSURANCE #1 INSURANCE #2 INSURANCE #3 

BIN# (SIX DIGITS)    

PCN#    

MEMBER ID#    

RX GROUP#    

PERSON#    

    
 

SECTION 3 MED #1 MED#2 MED#3 MED #4 MED #5 
NAME OF 

MED 
     

STRENGTH 
OF MED 

     

DIRECTION 
FOR 

MEDICATION 

     

MD NAME 
(LAST,FIRST) 

     

MD PHONE      
      

 

mailto:CONTACT@JVPHARMACY.COM

