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Specialty Pharmacy Consent

1. This acknowledges that my physician has prescribed medication(s) for me and that BioPlus Specialty
Pharmacy Services, LLC, a Carelon company and their network of pharmacies including MedScripts
Medical Pharmacy, River Medical Pharmacy, Route 300 Pharmacy, and Santa Barbara Specialty
Pharmacy (each “Pharmacy”) will serve as the specialty pharmacy. The route of administration of this
medication is indicated on the medication prescription label along with directions for use. I have
voluntarily chosen to receive the medication and am of legal age and authorized to execute this consent
form.

2. lunderstand that I have other pharmacy options available and that I have the right to choose my
pharmacy provider. Certain programs and health plans may restrict access to in-network providers,
pursuant to applicable Federal and State law, and benefit program requirements. [ acknowledge that my
therapy is under the control of my physician; I select and authorize Pharmacy to furnish the medications
and supplies deemed necessary to administer my therapy as ordered by my physician.

3. My physician has explained my therapy and treatment to me, alternate therapies available, and the
substantial risks and hazards inherent with this therapy. I understand that there may be special
instructions or training. I agree to read the instructions and complete any training necessary. I agree to
abide by the instructions and training provided and will immediately alert the pharmacist and the
prescribing physician of any medical conditions which may adversely impact my personal health or the
effectiveness of the medication. [ further understand that [ have the opportunity to ask questions about
the medication and all of my questions have been answered.

4. Tunderstand that I have the right to ask any questions and receive answers during my participation in
the program so that I fully understand my home self-care. If | need emergency medication attention, I
should call 911.

5. Thave received information regarding biomedical waste disposal, emergency preparedness, and drug
information.

6. [have received a copy of the Patient’s Rights and Responsibilities and a copy of the Notice of Privacy
Practices, and I understand these documents. I further know that any time I have questions, I can call the
pharmacy at the number listed on the prescription label.

7. Because | am receiving specialty medications, Pharmacy is required by contract to obtain proof of
delivery. I understand that I will be asked to sign for my delivery via the delivery carrier. If | am unable
to sign for the delivery, [ will sign and return the packing ticket enclosed with my shipment.

8. Tauthorize Pharmacy to bill my insurance provider. [ understand that if no insurance coverage exists or
if an insurer fails to pay, I may be financially responsible for the incurred charges.

9. Various drug manufacturers and other entities offer patient assistance programs that provide payment
assistance, including without limitation co-pay cards, or cost reductions for certain therapies,
prescriptions, and medications. As applicable, I authorize the pharmacy to take all necessary actions to
enroll and register me in patient assistance programs for which I am qualified for the purposes of
identifying and obtaining such payment support.



10. If I have insurance coverage provided through any type of state-, Federal-, or government-funded
programs, (Medicare, Medicaid, Federal Employees Health Benefits, TRICARE, VA), I am not eligible to
participate in a manufacturer’s co-pay Program.

11. IfI have prescription drug coverage that is provided by a private commercial payer and the commercial
payer has opted out of a manufacturer’s co-pay program, [ am not eligible to participate. I understand it
is my responsibility to verify with my insurance plan any limitations they may have for the use of co-pay
cards or other assistance I may use. I shall not accept any co-pay card or other assistance if prohibited by
my insurance plan.

12. Calls to the pharmacy may be recorded for training, record keeping, and quality assurance purposes.

13. I authorize BioPlus to communicate with me about my medication therapy by email, text message, or
other digital communications. Message and data rates may apply, and how often you hear from us may
vary. | understand that can reply 'HELP' if | need assistance or 'STOP' to opt out of text messages at any
time. If I choose to opt out of communications for marketing or commercial purposes, | understand that
BioPlus still has the right to contact me about the preparation or delivery of my prescription
medications. [ can review the BioPlus full digital terms and conditions here: Terms of Use - BioPlus
Specialty Pharmacy.

A copy of this form can be found at bioplusrx.com/patientforms and in your Patient Welcome Booklet.

I understand that I may contact the pharmacy at the number on my prescription label with any
questions regarding this form.

IHAVE READ AND FULLY UNDERSTAND THIS CONSENT TO THERAPY.
Patient Name (“Patient”):

Patient Signature:

Former/Alias/Maiden Name (If applicable):
Date of Birth:
Date:

Name of Personal Representative (If applicable):

Signature of Personal Representative (If applicable):

Description of Personal Representative’s Authority:

Attach the appropriate documents granting legal authority to act on behalf of the patient.
BioPlus Specialty Pharmacy (AZ) 145 S 79th St., Suite 70, Chandler, AZ 85226

BioPlus Specialty Pharmacy (CA) 13925 Yale Ave. Suite 145, Irvine, CA 92620

BioPlus Specialty Pharmacy (CA) 7373 Lincoln Way, Garden Grove, CA 92841

BioPlus Specialty Pharmacy (CO) 700 N Broadway 4th Floor, Denver, CO 80203

BioPlus Specialty Pharmacy (FL) (HQ) 376 Northlake Blvd., Altamonte Springs, FL 32701

BioPlus Specialty Pharmacy (FL) 3200 Lake Emma RD, Suite 1000, Lake Mary, FL 32746

BioPlus Specialty Pharmacy (IN) 4740 Victory Lane, Suite C, Indianapolis, IN 46203

BioPlus Specialty Pharmacy (IN) 220 Virginia Ave. 4th Floor, Indianapolis, IN 46204

BioPlus Specialty Pharmacy (LA) 2731 Manhattan Blvd. Suite A18-A24 & B4-B17, Harvey, LA 70058

BioPlus Specialty Pharmacy (MO) 1831 Chestnut St., St. Louis, MO 63103

BioPlus Specialty Pharmacy (NC) 4900 Prospectus Dr., Suite 300, Durham, NC 27713

BioPlus Specialty Pharmacy (NV) 3634 S Maryland Pkwy. 2nd Floor, Las Vegas NV 89169

BioPlus PE Center 4751 Hamilton Wolf Road Suite 101, San Antonio, TX 78229

MedScripts Medical Pharmacy 1325 Miller Rd. Suite K, Greenville, SC 29607

River Medical Pharmacy 4752 Research Drive, San Antonio, TX 78240

Route 300 Pharmacy 1208 Route 300 Suite 103, Newburgh, NY 12550

Santa Barbara Specialty Pharmacy 4690 Carpinteria Ave. Suite B, Carpinteria, CA 93013 Rev.9/2025


https://bioplusrx.com/terms-of-use/
https://bioplusrx.com/terms-of-use/
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