1Saliba’s

Extended Care Pharmacy
A Guardian Pharmacy®

Phoenix Location Tucson Location
925 E. Covey Ln 10900 N. Stallard Pl #120
Phoenix, AZ 85024 Oro Valley, AZ 85737
Phone: (623) 815-8965 Fax: (623) 815-1222 Phone: (520)-818-2883  Fax: (520)-818-6546
New Admit
Patient Name: DOB: Social Security:
Allergies: Diagnosis:
Facility Name: Facility Phone:
Facility Address: Facility Fax:
Dr. Name: Dr. Phone:
Responsible Party: Phone:

Responsible Party Address:

Credit Card # (Optional): 3 Digit Security # (On back of card): Expiration Date:

Insurance Name: Insurance ID #'s: Insurance Group#
*** Copy of insurance card front and back is necessary for accurate billing ***

All medications listed below are for a 30-day supply. Twelve refills will be given unless otherwise noted.

THESE ORDERS MAY ONLY BE FILLED BY SALIBA’S EXTENDED CARE PHARMACY

Rx Number/medication  Strength  Qty Directions Refills
12 or
12 or
12 or
12 or
12 or
12 or

Physicians Signature Date

Notice of Confidentiality: The information contained in this fax transmission (including any accompanying pages) is intended solely for its authorized recipient(s), and may be
confidential and/or legally privileged. If you are not an intended recipient, you have received this transmission in error and you are hereby notified that you are strictly prohibited from
reading, copying, printing, distributing or disclosing any of the information contained in this fax transmission. In the event that you are not the intended recipient(s) of this fax
transmission, please contact us immediately by telephone (623) 815-8965, fax (623) 815-1222, and delete the original and all copies of this transmission (including any pages) without
reading or saving it in any manner. Thank you for your assistance.
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