B ) New Resident Form

Basic Resident Information

First Name: Middle Name: Last Name:
Community/Agency:

Resident Address:

Date of Birth: Social Security Number:

Phone Number:

Medicare #: Medicaid #:

Obtained Copy of Community PHI Release Form

If no copy available, please list who may have access to PHI for resident?

Medical Information

Primary Care Physician: Phone Number:
Specialty Physician (if any): Phone Number:
Hospice Agency (if applicable): Phone Number:

Please list any drug allergies and the reaction: (attach additional sheets if needed)

ALLERGY REACTION

Please list any Diagnoses: (attach additional sheets if needed)



Insurance Information

Insurance Name:
RX ID Number: RX Group Number:

RX Bin Number: RX PCN Number:

Please attach copies of insurance cards (RX and Medicare).

Heartland Pharmacy—Idaho Falls Heartland Pharmacy—Denver

3250 E 17th St, Idaho Falls, ID 83406 8599 Prairie Trail Dr, Suite A300, Englewood, CO 80112
208-552-7677 | Contact: Eric Bullen 303-248-7920 | Contact: Michelle Hurlbut

Heartland Pharmacy—Boise Heartland Pharmacy—Utah

8455 W Emerald St, Boise, ID 83704 160 N Cutler Dr, North Salt Lake, UT 84054

208-323-0067 | Contact: Melissa Tollinger 385-324-2508 | Contact: Bryan Martin
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