= MAC Rx

Where Service and Savings Meet!

Re: Medicare D/Insurance/Medicaid Prescription Rejection

To: Director of Nursing at Prescriber:

Resident Name:

Drug: Date: Rx#

Insurance Co: ID# Plan:

Has been denied payment by Medicare D/Insurance/Medicaid (circle one) for the below
listed reason(s):

[ ]1Reason: Drug Not Covered

Resolution: These drugs are offered as alternatives by the insurance company
Signature below authorizes prescription of new Medication

(List Drugs)
Sig for alternative therapy (dose, route, frequency etc.):
(Sig Required)

Prescriber signature: Date:

Alternative Option if Covered Alternative not Chosen:

[ 1 Facility requests Non-Covered medication to be sent and agrees to pay for
Non-Covered Medication if physician denies alternative Medication.

[ 1 Facility requests Medication Not to be sent, if physician denies alternative
Medication, and Facility will follow with DC'd order for said Medication.

MAC Rx Pharmacy Phone: 224-220-2700 Fax: 224-220-2730

Confidentiality Note: This fax is intended for the use of the person or entity to which it is addressed and may contain
information that is privileged and confidential, the disclosure of which is governed by applicable law. If the reader of this
message is not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are
hereby notified that any dissemination, distribution or copying of this information is Strictly Prohibited. If you have received this
message by error, please notify us and immediately destroy the message
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