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KNOWLEDGE CHANGES EVERYTHING.                           
QUALITY. INNOVATION. EXPERIENCE. SINCE 1974. 

DATE:  

Send to:  From:  

Attention:  Direct Email:  

Office Location:  Direct Phone Number/Extension:  

Fax Number:  Number of Pages, Including Cover:  

SUBJECT:  PATIENT PRESCRIPTION SHIPPING AUTHORIZATION  

 
CONFIDENTIALITY NOTICE   The documents accompanying this faxed transmission contain confidential and legally privileged 
information belonging to the sender.  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 and is required to protect 
the information after its stated need has been fulfilled.  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 these documents is strictly prohibited.  If you have 
received this fax in error, please notify the sender immediately by telephone to arrange for return or destruction of these 
documents.  
 
If this facsimile contains patient clinical information, it has been disclosed to you from records that are protected by state and 
federal confidentiality rules.  These rules may prohibit you from making any further disclosure of “Protected Health Information” 
unauthorized by the patient. 

Due to DEA regulations, all Testosterone Pellet Prescriptions will be sent directly to the patient unless the 
Prescription Authorization below is filled out. GA and OH Require Prior Authorization to Ship Patient Specific 
Prescriptions to Practitioners. OK Prohibits It Completely. 
 
Patient Prescription Shipping Authorization 

I, _____________________________________________, authorize College Pharmacy to send my

   Patient Name 

____________________________________________________ prescription to my practitioner,      

Prescription Drug / Dosage Form 

_____________________________________________________located at  

Practitioner Name 

____________________________________________________.                                            
Office Address 

This authorization applies to both this and all future Testosterone Pellet Prescriptions in my name.
    
 __________________________________________________________   
           Patient Signature / Date 

College Pharmacy: Professional Custom Compounding Since 1974. 
3505 Austin Bluffs Parkway, Suite 101      Colorado Springs, CO  80918 

Tel: 800.888.9358 / 719.262.0022  |  Fax: 800.556.5893 / 719.262.0035 
info@collegepharmacy.com  |  www.collegepharmacy.com 
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