
53-13 5th Avenue
Brooklyn, NY 11220

Tel: (718) 567-8000
Fax: (718) 765-9056

www.healthmaxny.com

PRESCRIPTION FAX FORM

PATIENT NAME: __________________ __________________________   DOB: ___/___/____
First Last

Address:  _________________________________________   Apt. #:_____

City:  ______________________   State:  _____   Zip Code:  __________   Phone:  (____) ____-______

Subscriber/Cardholder Information:

RX INSURANCE PLAN:

_____________________________

RX BIN #: _____________________

RX GROUP #: _____________________

RX ID: _____________________

Confidentiality Notice: This telecopy transmission contains confidential information belonging to the sender that is legally privileged.  This information is intended only for the use of the individual or entity named above.  The authorized 
recipient of this information is prohibited from disclosing this information to any other party.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of this 
document is strictly prohibited.  If you have received this telecopy in error, please notify the sender immediately to arrange the return of this document.

TAPE 

PRESCRIPTION 

HERE
Please Fax the Rx to:

(718) 765-9056
*Don’t forget to mail us the 

original prescription after you fax 
it over!  

http://www.healthmaxny.com/

