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NEWBORN SCREENING BENEFITS PROGRAM
[bookmark: _Toc297019272]ADDITIONAL PRESCRIPTION REQUEST
(Current clients only)



Expiration Date:  [image: ]		NBS Account #:   _________________________                         

Date: [image: ]	Eligibility Expires:  

Client’s Name:   

DOB: 					    	

Current Pharmacy:    |_|  Aapex     |_|  Botica Familiar    |_|   Davila     |_|   Medco      |_|   Westlands

Medications & Vitamins:



Contracted Provider/Facility:

Name of Dietitian:							         Telephone #:	

E-mail:  

Staff Signature:  								          Date:
                                                                   


NBS BENEFITS ONLY:   Approved:      |_|  YES     |_|    NO
NBS Benefits Signature:								Date: 

If requesting meds and/or vitamins not in NBS Benefits Manual:
Approved:      |_|  YES     |_|    NO                           Add to approved list       This client only   
Physician Signature:									 Date: 

**Please fax prescription along with this form to:		NBS Benefits Program
								Fax: 512-776-7593
								1-800-252-8023 ext. 2983
								Phone (direct): 512-776-2983
Rev. 12/08/2014
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