Good Life Resources,™ Inc. w
18653 Ventura Blvd, Suite 139

Tarzana, Ca. 91356-4147

Pharmacy Service - Patient Referral Form

Please fax this form to:

Fax
(818) 705-5533

| We Make Everything Easier|

We'll gladly accept
your Patient Profile Sheet as a
substitute to this form.

If you prefer to
speak to a representative,
please call (800) 227-2111

or (818) 906-3344

To use our secure
online form, click “Sign-Up” at
www.goodliferesources.com

|Note|

This facsimile transmission document
contains information that is confiden-
tial or privileged. The information is for
the use of the intended recipient only.
If you are not the intended recipient,
be aware that any disclosure, copying,
distribution or use of the contents is
prohibited. If you have received this
fax in error, please destroy
immediately and call (800) 227-2111.

Referral Information

Name / Title

Date

Dr’s Office / Hospital

Email

Patient Information

Name Date of Birth

Street Email

City State Zip

Phone ( ) Work ( ) Cell ( )
Diagnosis Date of Surgery (if Applicable)

Insurance Information

Name of Policyholder Date of Birth

Insurance Company Phone ( )

ID # Group # Plan Type (e.g. PPO)
Rx Card # Phone ( )

Employer Phone ( )

Medicare? (3 Yes [ No If Yes, Part Oa Os Oc Opo (Check all that apply)
Physician Information

Physician Name Phone ( )

Notes:



