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2 The BioPlus Family of Pharmacies
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4 The BioPlus Family of Pharmacies

Dear Patients and Families,

Thank you for choosing the BioPlus Specialty Pharmacy, a Carelon company, for your specialty medication. You are 
part of the BioPlus family, even if your pharmacy is one of the names listed below:

• BioPlus Specialty Pharmacy  •  MedScripts Medical Pharmacy  •  River Medical Pharmacy
• Route 300 Pharmacy  •  Santa Barbara Specialty Pharmacy

As a patient with the BioPlus family of pharmacies, you automatically receive the benefits of a patient journey, 
made just for you.

Starting Your Journey
We’re in this 2gether. We work closely with your doctors and nurses to build a care plan that’s just right for 
you. When you fill your prescription(s) and manage your treatment with BioPlus, you receive many helpful 
benefits. They include: 

✔ 	�As a specialty pharmacy, BioPlus specializes in the medications you need to treat your complex medical
condition. Because we specialize in chronic and complex conditions, we only provide specialty medications.

✔ 	�Your journey starts with education and training about your therapy. We
guide you through the importance of taking your medications as prescribed
and following your doctor’s orders. Our clinical experts teach you about
side effects, drug storage, dosing, injections, and much more. Get clinical
support 24 x 7 x 365 or ask about your refills by calling the phone number
on your prescription label.

✔ 	�BioPlus also can help connect you with help for high copayments and
out-of-pocket deductibles. Our Patient
Financial Coordinators can work
with you to find foundation grants 
and co-pay assistance programs so 
that your treatment is continued 
without interruption. See if you 
qualify for co-pay assistance 
by calling the number on your 
prescription label. 

BIOPLUS SP PHARMACY SVS LLC

FILLED BY:
BIOPLUS SP PHARMACY

PHONE: (000) 000-0000
Filled on 12/12/23

Filled by:  DR. SMITH
NDC: 23558 - 0450 - 23

NDC: 23558 - 0450 - 23

Rx#: 071010124-34761

Rx#: 071010124-34761

Qt
y. 

1

Generic Name: SUNSCREENS
LIP — EX STCK
TEST

Caution: Federal law prohibits the 

transfer of this drug for any person 

other than the person for whom it 

was prescribed.

PHONE: (000) 000-0000

Call this number

CLINICALSUPPORT
24 / 7 / 365
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We’re With You Every Step of the Way
✔ �Your medication is delivered to your door or your medical doctor’s office on a prescheduled basis.

The pharmacy also can ship to third-party retail locations that offer package drop-off or delivery
services for the selected shipping carrier. And your specialty pharmacy team will contact you before
each refill to check in on your treatment progress. It’s convenient and confidential. Always.

Working 2gether to Heal
Our focus is to help you to heal. And do it – 2gether.
When we work 2gether, you can get the most out of your treatment and our time 
together. We ask you to speak openly with your BioPlus team about any issues you have 
with your medication or treatment journey.

If you prefer not to participate in your patient journey, please let us know. Your choices 
are important to us. We’re here to help you feel comfortable with the care you choose.

Our Doctors of Pharmacy are here 24 hours a day, 7 days a week. If you have any 
questions about your medication or shipment, please contact the pharmacy number 
listed on your prescription label. 

In case of a medical emergency, please call 911.

Welcome to the BioPlus family! We’re in this 2gether.

Sincerely,
Your BioPlus Specialty Pharmacy Team
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Get more through the
Meet the first and only preeminent, national specialty pharmacy to back up ‘fast and easy’ with a 2 Hour, 
Ready to Ship 2x, 2 Click promise.

The 2 Hour Patient Acceptance Guarantee™ ensures notification to physician offices in less than two
hours. Prescriptions are ready to ship 2x faster than the industry. For qualifying prescriptions, 
online medication refills are only 2 clicks away. 

It’s the Power of 2.

How does BioPlus Fit Into the Carelon Family? 

Carelon, part of the Elevance family of brands, is a healthcare services organization that 
supports a whole - health approach through capabilities including behavioral health, 
medical benefits management, pharmacy, and research. 
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2 Hour
PATIENT ACCEPTANCE

GUARANTEE™

Ready to Ship 2x
FASTER THAN THE 

INDUSTRY

2 Click
PRESCRIPTION REFILLS

Tailored 2 You
PERSONALIZED

PATIENT CARE MANAGEMENT



What Is a Specialty Pharmacy?
A specialty pharmacy provides medications and supplies that treat chronic diseases and conditions. Specialty 
medications can be delivered to you in injectable, infused, oral, and topical forms. Treating conditions with 
specialty medications can be complex. That’s why you get expert patient support from BioPlus’ licensed 
pharmacists, nurses, and specialists to carefully manage your treatment from start to finish. 

Eligibility for Service
To be eligible for services, a valid prescription, as prescribed by a licensed physician, is required. Eligibility for 
service is also contingent upon the provisions and limitations dictated by a patient’s individual insurance plan.

The pharmacy provides insurance verification of eligibility for every patient we service.

Payment Policy
Payment information will be gathered during the admission process and used to charge all copayments at the 
time of shipment. If this is not acceptable, please contact our Accounts Receivable Department at the pharmacy 
number listed on your prescription label and make arrangements prior to refills. If copayments are not paid at 
the time of your refill, shipments may be delayed until payment has been received. 

For your convenience, we accept Visa, MasterCard, Discover, 
American Express, debit card, and check by phone at no 
additional charge to you. The pharmacy will automatically charge 
all copayments at the time of medication shipment. 

The pharmacy can provide your out-of-pocket costs (such as 
deductible, co-pay, and co-insurance) as well as the cash price, 
upon request. If you wish to discuss your account, please call the 
number on your prescription label.
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Ranked #1 by both patients and prescribers, we provide a complete 
range of specialty pharmacy services for cancer, multiple sclerosis, hepatitis C, 

and other complex, chronic conditions. 
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8 The BioPlus Family of Pharmacies

We Speak Your Language



B
IO

P
L

U
S

 S
P

E
C

IA
LT

Y
 P

H
A

R
M

A
C

Y
 P

A
T

IE
N

T
 G

U
ID

E
B

O
O

K

9



B
IO

P
L

U
S

 S
P

E
C

IA
LT

Y
 P

H
A

R
M

A
C

Y
 P

A
T

IE
N

T
 G

U
ID

E
B

O
O

K

10 The BioPlus Family of Pharmacies

Dear Patient, 

Since we’re working 2gether on your therapy journey, it is important that you know your 
responsibilities for receiving your package.

If you are not home to sign for your delivery, we MUST receive a copy of your delivery receipt. A 
self-addressed stamped envelope and delivery ticket is included with your shipment. Sign this delivery 
ticket and mail it back to us as proof of delivery. You will also receive a text and email from the 
pharmacy if UPS, Fedex, or other carrier indicates that they did not get a signature.

If someone is not available to receive your package, you will assume the financial responsibility for 
a reship of the medication.

Deliveries can take up until 7 pm to arrive, depending on your driver’s route and the delivery address. 
If this is not a good time to receive shipments, please make other delivery arrangements 
by calling the pharmacy number listed on your prescription label.

Please contact the pharmacy within 24 hours to report a delivery- or shipment-related issue or 
complaint. You may be financially responsible for the shipment if you do not report delivery- or 
shipment-related issues in a timely manner. 

To cancel a shipment, you must contact the pharmacy before the package leaves the pharmacy. 
You will assume the financial responsibility for any cancellation of shipments made after the 
medication has already been shipped, based on the previous commitment.

Please feel free to contact the pharmacy number listed on 
your prescription label with any questions or concerns 
about our shipment policies and associated patient 
responsibilities.

We’re here to help you every step of the way.

Sincerely,
Your BioPlus Specialty Pharmacy Team

Package Delivery Policy
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Ask Us Anything: 
Frequently Asked Questions
Can I be part of my care? 
Yes, participating in your care is very important. The 
first time we talk with you, you’ll learn about our 
pharmacy. Please spend time reviewing this booklet to 
learn what to expect during your treatment. You will 
also read about the importance of working together for 
the best health outcomes.

What is the Patient Management Program? 
The Patient Management Program is a program 
designed by our team of pharmacists and nurses to 
work collaboratively with you and your physician 
to produce the best outcomes for your therapy. 
By working as a team, we can better manage your 
treatment plan and work through any side effects to 
determine the best path forward for you.

Can I choose not to participate in the Patient 
Management Program? 
You may choose to opt-out of the Patient Management 
Program. We think it is a good idea for you to talk it 
over with someone from our pharmacy team so you 
can choose the options that best fit your needs.

Are there limitations to the Patient 
Management Program?
The Patient Management Program:
• �does not replace the need to visit your physician for

scheduled appointments. Those visits are necessary
so your doctor can continue to monitor your
progress.

• �is not a guarantee that you will be cured or that you
will not have side effects from the medication you
are receiving, however, patients who are involved
with the Patient Management Program may have
improved outcomes or reduced or better controlled
side effects.

• �may not provide treatment for non-specialty
medication needs.

In addition, the pharmacist cannot make changes to 
your prescription without the involvement of your 
physician.

How do I contact the Patient Management 
Program team? 
You may reach the Patient Management Program 
customer service line at the number on your 
prescription label.

If I am a Medicare Part D patient, what are my 
rights if a prescription is not covered (“filled”) 
under my Medicare Part D Benefit? 
Refer to the CMS 10147 form, at the website listed 
below: https://www.cms.gov/medicare/appeals-
grievances/prescription-drug/plan-sponsor-notices-
documents

How do I order a refill? 
You can expect the pharmacy to contact you about 
your refill. We will call you about a week before you are 
due to run out of medication. Our representatives may 
attempt to contact you via text or voice call at all of the 
phone numbers we have on record for you. 

If you have not received a call from the pharmacy 
within 7 days of a refill need, you or an authorized 
representative may call us and place your refill order 
using the pharmacy number listed on your prescription 
label.

Will my refills be automatically sent to me? 
No, a representative will need to speak with you or an 
authorized representative, and ask you a short series of 
questions for the pharmacist to review. During this call 
we’ll also check the day of the week you’d prefer your 
refill to arrive. The pharmacy can deliver your order 
to your home, office, or designated destination. The 
pharmacy also can ship to third-party retail locations 
that offer drop-off or delivery services for a selected 
shipping carrier.

How can I track my shipment? 
We can send a shipment tracking number to your email 
address. You can also contact the pharmacy number 
listed on your prescription label for shipping questions.

Do I need to be home to sign for my delivery?
Most insurance programs REQUIRE that you (or 
anyone 18 years of age or older) sign for receipt of your 
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package. If you are not going to be home, we can have 
the package delivered to your workplace or another 
convenient location. If you would like the carrier to 
leave your medication at your door, we can enclose a 
delivery ticket with a self-addressed return envelope. 
This delivery ticket must be signed and returned to 
the office as proof of delivery. You also may e-sign the 
delivery ticket through your digital device, such as 
phone, computer, or tablet. 

How do I pay for my medication? 
Your co-pay or coinsurance is due each time you refill 
your medication. The pharmacy accepts all major credit 
cards as well as electronic checks.

Who delivers my medications? 
Deliveries will be sent by either UPS, Fedex, or other 
common carrier.

What if my insurance changes? 
If you receive any notification that your insurance has 
changed, been updated, or you receive a new ID card, 
please call the pharmacy as soon as possible to provide 
the new information to one of our representatives. The 
pharmacy will verify the new information in order to 
update your account.

What if I have a question about my bill? 
If you have a question about your bill, please contact the 
pharmacy at the number on your prescription label.

What if I have a medication issue? (Examples: 
an injection doesn’t work properly, medication 
looks wrong or different, the label is wrong, etc.) 
Call the pharmacy right away to let us know about any 
medication concerns as you may need to speak to one 

of our pharmacists. Many medications can be replaced 
by the manufacturer. After speaking with you, we can 
assess your individual situation for the best resolution.

What if I have a question about my 
medication or think my medication is 
affecting me negatively?
If the symptoms you are experiencing are dangerous 
or life threatening, please call 911 immediately. All 
potential adverse effects or drug reactions should  
be reported to your physician and pharmacy. You  
can contact your pharmacy at the number on your 
prescription label.

What happens if my prescription cannot  
be filled? 
If the pharmacy cannot fill your prescription, we will 
identify one that can. If you are a new patient, we will 
contact your prescribing office with that pharmacy’s 
name and phone number. If you are an existing patient, 
we will call you with that information. 

What happens if there is a delay receiving 
my order? 
The pharmacy will contact you if your order is going to 
be delayed. If we are informed of a delay, we will let you 
know the reason for the delay and discuss a resolution. 
If you have a concern, you may call your pharmacy at 
the number on your prescription label 

What happens if my medication is recalled 
by the manufacturer? 
The pharmacy will contact you by phone to discuss the 
recall and will give you instructions on how to handle 
the recall.

What do I do if I have a question, concern, 
or complaint? 
Please contact the pharmacy at the number on your 
prescription label. 

How can I transfer my prescription to a 
different pharmacy? 
If you no longer want your prescription to be filled 
through the BioPlus Family of Pharmacies, then  
you should contact the pharmacy number on your 
prescription label to initiate a prescription transfer.        
It will be helpful to have the contact information on 
hand for your desired new pharmacy.

FAQs (continued)
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Emergency
Preparedness Tips
It is important to develop an emergency plan before disaster strikes. It is especially important for people with 
medical concerns to have a plan in place in order to ensure that the same level of care is maintained in the 
event of a disaster. The pharmacy has developed a checklist to help you and your family be prepared. During 
an emergency, such as a major storm or other catastrophic event that could affect your medication deliveries:

�Listen: To local radio and TV stations for emergency broadcast services and follow their instructions.

�Contact: The power company if you have home health equipment that plugs in. Ask to be added to the 
priority list for power or a generator so your equipment will continue to work during a power outage.

�Prepare for Power Outages: Keep a cooler of ice on hand. If the power is out and the inside of your 
refrigerator warms up, medications should instead be stored in the cooler.

Rev. 1/2025

Stay Ahead of Therapy Interruptions
Call the pharmacy number listed on your prescription label if you need to leave your home during a disaster 
and let us know where to deliver your medication so your therapy can continue, uninterrupted.

Plan 2gether in 3 Steps

1. Be Informed

2. Make a Plan

3. Call Your Pharmacy



Let’s protect you, others, and the environment 2gether with a safe biomedical waste disposal plan. 
Here’s how.

1. �Before taking or handling your medication be sure to wash your hands with soap and water. If your
medications need to be prepared before administering, please prepare them on a clean area. Please be sure
to wash your hands after administration of your medication to protect yourself and your caregivers.

2. 	�Place all used needles, devices with needles, and “spikes” from the top of intravenous
tubing, in your sharps container. (Your container should be leak-resistant, remain upright
during use, and have a tight fitting, puncture-resistant lid.)

3. 	�Place all other non-sharps waste (dressing changes, gauze, alcohol wipes, Band-Aids, etc.) into your
regular garbage.

4. 	�For disposal of expired, damaged, or unusable medications, follow the most recent FDA Guidelines
for appropriate medication disposal found at www.fda.gov:
✔ 	�Do not flush prescription drugs down the toilet or drain unless the label or accompanying patient

information tells you to.
✔ 	�If no instructions are given, place the medication in the household trash, but first:

• �Take them out of their original containers and mix them with an undesirable substance, such as
used coffee grounds or kitty litter.

• �Put them in a sealable bag, empty can, or other container to prevent the medication from leaking
or spilling out of a garbage bag.

• �Take advantage of community drug take-back programs that allow the public to bring unused drugs
to a central location for proper disposal. Call your city or county government’s household trash and 
recycling service to see if a take-back program is available in your community.

• �When in doubt about proper disposal, call BioPlus and speak to your pharmacy team.
5. 	�To dispose of your sharps container, you may:

• Take it to any state health department	 •  Take it to any fire station
• �Contact your waste disposal company for guidelines

6. 	�At the completion of your therapy, you can keep the
remaining supplies or return them to your home
pharmacy.

7. 	�Returned supplies will not be credited to your account and
cannot be reused due to the risk of disease transmission
and/or cross-contamination.

If you have a chemotherapy 
infusion bag
Chemotherapy infusion bags should 
be placed in a zipper-type storage bag 
before going into the red biohazard 
bag with all other infusion waste for 
pick up by your home pharmacy.

The BioPlus Family of Pharmacies

B
IO

P
L

U
S

S
P

E
C

IA
LT

Y
P

H
A

R
M

A
C

Y
 P

A
T

IE
N

T
G

U
ID

E
B

O
O

K

14

Smart & Safe: 
Taking Your Medication and Disposal

Rev. 8/2024

Biomedical waste is not a recyclable item. 
Do not place in recycle bins!
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California Residents: Know Your Rights

Rev. 1/2025

California law requires a pharmacist to speak with you upon your request, every time you get a new 
prescription, and every time you get a new prescription dosage form, strength, or written directions.

Talk to the Expert – Speak with Your Pharmacist
Before you leave the pharmacy, CHECK: 

• The patient name on the label is correct

• The medication matches the description on the label

• The name of the medicine and what it does

• How and when to take the medication, for how long, and what to do if you miss a dose

• Possible side effects and what you should do if they occur

• Whether the medication will work safely with other medicines or supplements

• What foods, drinks, or activities should be avoided while taking the medicine.

This pharmacy must provide any medicine or device legally prescribed for you, unless you are unable to pay the 
cost of the drug or device or the pharmacist determines doing so would be against the law or potentially harmful to 
the patient’s health. If a medicine or device is not immediately available, the pharmacy will work with you to help 
you get your medicine or device in a timely manner.  

You may ask this pharmacy for information on drug pricing and use of generic drugs.

The address and contact 
information for consumers to 
send any complaints about 
the pharmacy:  

California State Board 
of Pharmacy  
2720 Gateway Oaks Drive, 
Suite 100  
Sacramento, CA 95833  
(916) 518-3100
www.pharmacy.ca.gov.



Your Rights as a Patient
As a patient of BioPlus Specialty Pharmacy, a Carelon Company, and its family of pharmacies, you have the right to:

1. Be fully informed at the time of admission or before the start of treatment of your rights and responsibilities.
2. Know which products the company will provide and any limitations on those offerings.
3. 	�	�Receive considerate and respectful care regardless of age, race, color, sex, national origin, or whether or not an

Advanced Directive has been executed. This applies to you and your property.
4. Know about the philosophy, characteristics, scope, and limitations of the Patient Management Program.
5. Decline participation in or disenroll from the Patient Management Program.
6. 	��	�Identify the staff member of the program and their job title, and to speak with a supervisor of the staff member if

requested.
7. 	�	�Receive information about the Patient Management Program and up-to-date information about your condition,

treatment, alternative treatments, and care plan.
8. 	�	�Be free from verbal, physical, sexual, and psychological abuse, to have yourself and your property treated fairly and

with dignity.
9. 	�	�Review your medical insurance before you begin therapy. You have the right to review and receive an explanation

of your bill, including the expected sources of payment. As with other healthcare services, you may be responsible
for certain charges related to your therapy. You have the right and responsibility to discuss your need for a special
payment plan with members of the company’s Reimbursement Department. If you are referred to an organization,
you have the right to be informed of any financial benefit.

10. 	�To choose your healthcare providers and receive appropriate care without discrimination and in accordance with
physician’s orders.

11. Review your medical records, at any reasonable time, with the permission of your doctor.
12. 	�Receive administrative information regarding changes in or termination of the Patient Management Program.
13. 	�Participate in developing your plan of care and discharge plan; to be informed of all services the agency provides;

when and how services will be provided, and the name and function of any person and affiliated agency providing
care and services.

14. 	�Receive training in the prescribed therapy. The reason for its use, and any possible side effects related to the use
of drugs, supplies, and equipment will be explained. Written instructions, demonstrations, and supervision by a
registered nurse will be provided, until you are able to repeat the required tasks safely.

15. 	�Receive supplies and equipment delivered at a time that is mutually acceptable to you and the Pharmacy.
16. 	�Speak with a health professional. To access the pharmacy staff as needed. Ongoing care includes both direct and

indirect care by staff experienced in the therapy you receive. This includes 24-hour access tonursing staff and/or
pharmacy staff.

17. 	�Have personal health information shared with the Patient Management Program only in accordance with state and
federal law.

18. 	�Expect privacy including confidential handling of all your medical records and to refuse release of records to any
individual outside the company, except in the case of transfer to another health facility, and as otherwise provided
by law, third-party payer contract, or as described in the Notice of Privacy Practices.

19. 	�Refuse treatment, to the extent permitted by law, after being fully informed of the results of such adecision.
20. 	�Lodge a complaint to the pharmacist about any concern, treatment, or care and expect an answer to any

complaints or concerns you discuss with the company within the time frame required by the carrier, but not more
than 5 business days following the complaint without concern of discrimination,interference, coercion, or reprisal.
If after continued discussion you are still not satisfied, your paperwork lists several applicable hotlines that are
available to lodge a complaint or start aninvestigation.

21. Receive information on the proper use and storage of your prescription medication.

The BioPlus Family of Pharmacies
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Patient Rights and Responsibilities: 
You Have a Voice in Your Care.
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Your Responsibilities as a Patient
As a patient, you have the responsibility to

�1.	� Give accurate and complete health information concerning your past illnesses, hospitalizations, medications, 
allergies, insurance coverage, and other issues pertinent to your therapy.

2.	� To carry out your therapy as instructed, to maintain a safe home setting for the storage and proper use of your 
medications, and to be available or return calls to pharmacy staff to discuss response and tolerance  of therapy once 
you have been introduced to our pharmacy and Patient Management Program.

3.	 Notify the pharmacy’s nurse or pharmacist of side effects or significant changes in your medical condition.
4.	 Participate in planning your care.
5.	 Respond to our outreach to schedule your next refill.
6.	 Communicate if you do not comprehend the course of treatment or care plan.
7.	 Respect the rights of pharmacy personnel.
8.	 Review the information about our company sent to you in your first shipment.
9.	 Call our office if you have any questions about the company’s information or about your consent forms.
10.	 Sign and return your consent forms if required by your insurance plan.
11.	 Take care of and maintain any equipment that is provided to you by the company.
12.	 Notify the pharmacy of any changes to your contact information.
13.	 Request more information about anything you do not understand, including billing questions.
14.	� Notify the pharmacy if you are admitted to a hospital, if the doctor stops your therapy, or if you plan to travel while 

receiving therapy.
15.	 Submit any forms that are necessary to participate in the program, to the extent required by law.
16.	 Notify your treating provider of participation in the Patient Management Program, if applicable.
17.	 Pay certain charges should they not be covered by your insurance and/or arrange special payment plans as needed.
18.	 Voice complaints or concerns about treatment issues to the pharmacy staff or to a pharmacist.

•  �If you are in the state of CT and you have a concern that an error may have occurred in the dispensing of your prescription you may contact theDe-
partment of Consumer Protection, Drug Control Division, by calling 1-860-713-6065.

•  �If you are in the state of FL call Home Health Hotline 1-888-419-3456, if you need to resolve any complaints or need questions answered regarding a 
Home Health Agency. Hours of operation: 8:00 a.m to 5:00 p.m. Monday through Friday except holidays.

•  If you are in the state of FL and need to report abuse, neglect, or exploitation: 24 Hour Hotline 1-800·96A·BUSE (1-800-962-2873).
•  If you are in the state of TX and need to report abuse, neglect, or exploitation: Abuse Hotline: 1-800-252-5400.
•  �If you are in the state of SC call for Home Health complaints: 1-803-545-4370 or https://dph.sc.gov/professionals/healthcare-quality/file-complaint
•  �If you are in the state of Maine, mail complaint to Complaint Coordinator, Office of Professional and Occupational Regulation, 35 StateHouse Station, 

Augusta, ME 04333-0035.
•  If you are in the state of CA and Medi-Cal patient for a complaint call: 1-916-552-9500 or email: specialtyprovider@dhcs.ca.gov
•  Accreditation Commission for Health Care: 1-919-785-1214.

e products and/or services provided to you by the pharmacy are subject to the supplier standards contained in the federal regulations shown at 42 
Code of Federal Regulations § 424.57(c). ese standards concern business professional and operational matters. e full text of these standards can be 
obtained at http://www.ecfr.gov. Upon request we will furnish you a written copy of these standards. e products and/or services provided to you by the 
pharmacy are subject to Florida Patient’s Bill of Rights and Responsibilities shown at Florida Statutes § 381.026. e full text of this statute can be obtained 
at http://www.leg.state.fl.us/statutes/. Upon request we will furnish you a written copy of these rights and responsibilities.

22.	 Receive instruction of drug recalls.
23.	 Be fully informed of your responsibilities.
24.	 Receive instruction on how to receive medication during a disaster or if a delay occurs.
25.	 Formulate an Advanced Directive according to state law.
26.	 Have any person of your choosing be a part of the pharmacy consultation or care planning.
27.	 These rights pertain to the legal guardian if the patient is legally incompetent or a minor, according tostate law.

Rev 2/2025
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Notice of Privacy Practices
Important information about your rights and our responsibilities

Protecting your personal health information is important. Each year, we’re required to send you specific 
information about your rights and some of our duties to help keep your information safe. This notice 
combines the following required yearly communications: 

• State notice of privacy practices
• Health Insurance Portability and Accountability Act (HIPAA) notice of privacy practices

State Notice of Privacy Practices
When it comes to handling your health information, we follow relevant state laws, which are sometimes 
stricter than the federal HIPAA privacy law. This notice: 

• Explains your rights and our duties under state law.
• 	�Applies to any health, dental, vision and life insurance benefits and treatment by your preferred pharmacy/

infusion providers that you may have.
Your state may give you additional rights to limit sharing your health information. Please call your pharmacy 
at the phone number on your medication label or at 1-888-292-0744 for more details.

Your Personal Information
Your nonpublic (private) personal information (PI) identifies you. You have the right to see and correct your PI. 
We may collect, use, and share your PI as described in this notice. Our goal is to protect your PI because your 
information can be used to make judgments about your health, finances, character, habits, hobbies, reputation, 
career, and credit.

We may receive your PI from others, such as hospitals, insurance companies, or other providers. We may also 
share your PI with others outside our company — without your approval, in some cases. But we take reasonable 
measures to protect your information. If an activity requires us to give you a chance to opt out, we’ll let you know, 
and we’ll let you know how to tell us you don’t want your PI used or shared for an activity you can opt out of.

THIS NOTICE DESCRIBES HOW 
MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT 
CAREFULLY.
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HIPAA Notice of Privacy Practices
We keep the health and financial information of our 
current and former patients private as required by law 
and our own internal rules. We’re also required by 
federal law to give you this notice to explain your rights 
and our legal duties and privacy practices.

Your Protected Health Information
There are times we may collect, use, and share your 
Protected Health Information (PHI) as allowed or 
required by law, including the HIPAA Privacy Rule. 
Here are some of those times:

Payment: We collect, use, and share PHI to get 
payment for the medical care you receive from us or 
share information with the doctors, clinics, pharmacies, 
infusion centers, and others who bill for your care.

Healthcare operations: We collect, use, and share PHI 
for our healthcare operations.

Treatment activities: We collect, use, and share PHI to 
provide the care, medicine, and services you need or to 
help doctors, hospitals, pharmacies, infusion centers, 
and others get you the care you need. Examples of ways 
we use your information:
• 	�We may share PHI with your other doctors or your

hospital so that they may treat you.
•	�� We may use PHI to review the quality of care and

services you get.
• 	�We may use PHI to help you with services for

conditions like asthma, diabetes, or traumatic injury.
• 	�We may collect and use publicly and/or

commercially available data about you to support
you and help you get available health services.

• 	�We may use PHI with technology to support and
enable services provided to you.

•	�� We may use your PHI to create, use, or share de-
identified data as allowed by HIPAA.

•	�� We may also use and share PHI directly or indirectly
with health information exchanges for payment,
healthcare operations, and treatment. If you don’t
want your PHI to be shared in these situations,
contact your pharmacy at the phone number on
your medication label or at 1-888-292-0744 for more
information.

•	�� We may also send you reminders about routine
medical checkups, medicine adherence, and tests.

•	�� We may share your information in an emergency or
disaster relief situation.

Sharing your PHI with you: We must give you access 
to your own PHI. You may get emails that have limited 
PHI, such as appointment reminders, refill reminders, 
or welcome materials. We’ll ask your permission and 
preferences for how we contact you.

Sharing your PHI with others: In most cases, if we 
use or share your PHI outside of treatment, payment, 
operations, or research activities, we have to get your 
permission in writing first. We must also get your 
written permission before:
• Using your PHI for certain marketing activities.
• Selling your PHI.
• 	�Sharing any psychotherapy notes from your doctor

or therapist.

You have the right and choice to tell us to:
• 	�Share information with your family, close friends,

or others involved with your current treatment or
payment for your care.

• 	�Share information in an emergency or disaster relief
situation.

If you can’t tell us your preference, for example in an 
emergency or if you’re unconscious, we may share your 
PHI if we believe it’s in your best interest. We may also 
share your information when needed to lessen a serious 
and likely threat to your health or safety. 

Other reasons we may use or share your information:
�We are allowed, and in some cases required, to share 
your information in other ways — usually for the good 
of the public, such as public health and research. We 
can share your information for these specific purposes:

• Helping with public health and safety issues, such as:
—	 Preventing disease
—	 Helping with product recalls
—	 Reporting adverse reactions to medicines
—	� Reporting suspected abuse, neglect, or domestic

violence
—	� Preventing or reducing a serious threat to anyone’s 

health or safety
• Doing health research.
• 	�Obeying the law, if it requires sharing your

information.
• 	�Responding to organ donation groups for research

and certain reasons.
• 	�Addressing workers’ compensation, law enforcement

and other government requests, and to alert proper
authorities if we believe you may be a victim of abuse
or other crimes.
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• 	�To work with a medical examiner or funeral director.
• Responding to lawsuits and legal actions.
• 	�Responding to the Secretary of Human and

Health Services for HIPAA rules compliance and
enforcement purposes.

Authorization: We’ll get your written permission before 
we use or share your PHI for any purpose not stated in 
this notice. You may cancel your permission at any time, 
in writing. We will then stop using your PHI for that 
purpose. But if we’ve already used or shared your PHI 
with your permission, we cannot undo any actions we 
took before you told us to stop.

Race, ethnicity, language, sexual orientation, and 
gender identity: We may collect, infer, receive and/or 
maintain race, ethnicity, language, sexual orientation, 
and gender identity information about you and protect 
this information as described in this notice. We may use 
this information to help you, including identifying your 
specific needs, developing programs and educational 
materials, and offering interpretation services. We don’t 
share this information with unauthorized persons.

Your Rights
Under federal law, you have the right to:
• ��Send us a written request to see or get a copy of

your PHI, including a request for a copy of your
PHI through email. Remember, there’s a risk your
PHI could be read by a third party when it’s sent
unencrypted, meaning regular email. So, we will
first confirm that you want to get your PHI by
unencrypted email before sending it to you. We will
provide you a copy of your PHI usually within 30
days of your request, unless a more stringent state
requirement applies. If we need more time, we will let
you know.

• ��Ask that we correct your PHI that you believe is
wrong or incomplete. If someone else, such as another
doctor, gave us the PHI, we’ll let you know so you can
ask him or her to correct it. We may say “no” to your
request, but we’ll tell you why in writing within 60
days.

• ��Send us a written request not to use your PHI
for treatment, payment, or healthcare operations
activities. We may say “no” to your request, but we’ll
tell you why in writing.

• ��Request confidential communications. You can ask
us to send your PHI or contact you using other ways
that are reasonable. Also, let us know if you want us
to send your mail to a different address if sending it to
your home could put you in danger.

• ��Send us a written request to ask us for a list of those
with whom we’ve shared your PHI. We will provide
you a list usually within 60 days of your request. If we
need more time, we will let you know.

• ��Ask for a restriction for services you pay for out of
your own pocket: If you pay in full for any medical
services out of your own pocket, you have the right
to ask for a restriction. The restriction would prevent
the use or sharing of that PHI for treatment, payment,
or operations reasons. If a law requires sharing your
information, we don’t have to agree to your restriction.

• ��Call your pharmacy at the phone number on your
medication label or at 1-888-292-0744 to use any of
these rights. A representative can give you the address
to send the request. They can also give you any forms
we have that may help you with this process.

How We Protect Information
We’re dedicated to protecting your PHI, and we’ve set up 
a number of policies and information practices to help 
keep your PHI secure and private. If we believe your 
PHI has been breached, we must let you know.

We keep your oral, written and electronic PHI safe 
using the right procedures, and through physical and 
electronic ways. These safety measures follow federal 
and state laws. Some of the ways we keep your PHI 
safe include securing offices that hold PHI, password-
protecting computers, and locking storage areas and 
filing cabinets. We require our employees to protect 
PHI through written policies and procedures. These 
policies limit access to PHI to only those employees 
who need the data to do their jobs. Employees are also 
required to wear ID badges to help keep unauthorized 
people out of areas where your PHI is kept. Also, where 
required by law, our business partners must protect the 
privacy of data we share with them as they work with us. 
They’re not allowed to give your PHI to others without 
your written permission, unless the law allows it and it’s 
stated in this notice.



B
IO

P
L

U
S

 S
P

E
C

IA
LT

Y
 P

H
A

R
M

A
C

Y
 P

A
T

IE
N

T
 G

U
ID

E
B

O
O

K

21

Potential Impact of Other 
Applicable Laws
HIPAA, the federal privacy law, generally doesn’t 
cancel other laws that give people greater privacy 
protections. As a result, if any state or federal privacy 
law requires us to give you more privacy protections, 
then we must follow that law in addition to HIPAA. 
One example is with Substance Use Disorder (SUD) 
Information we may receive from Providers or 
programs regulated by federal law (42 CFR Part 2). 
All disclosures of such SUD information must comply 
with applicable federal and state privacy laws, including 
42 CFR Part 2. We are allowed to use and disclose 
SUD information for certain treatment, payment, and 
healthcare operations activities. You have the right 
to consent to the disclosure of SUD information in 
certain circumstances. You can revoke this consent in 
writing at any time.

To See More Information
To read more information about how we collect and 
use your information, your privacy rights, and details 
about other state and federal privacy laws, please visit 
the BioPlus privacy webpage at https://bioplusrx.com/
privacy-policy/

Calling or Texting You
We, including our affiliates and/or vendors, may call 
or text you by using an automatic telephone dialing 
system and/or an artificial voice. But we only do this in 
accordance with the Telephone Consumer Protection 
Act (TCPA). The calls may be about treatment options 
or other health-related benefits and services for you. 
If you don’t want to be contacted by phone, just let 
the caller know or contact the pharmacy to add your 
phone number to our Do Not Call list. We will then no 
longer call or text you.

Complaints
If you think we haven’t protected your privacy, you can 
file a complaint with us by calling the pharmacy at the 
phone number on your medication label or at 1-888-
292-0744. You may also file a complaint with the U.S.
Department of Health and Human Services Office for
Civil Rights by visiting https://www.hhs.gov/hipaa/
filing-a-complaint/index.html. We will not take action
against you for filing a complaint.

Contact Information
You may call us at the phone number on your 
medication label or at 1-888-292-0744 to apply your 
rights, file a complaint, or talk with you about privacy 
issues.

Copies and Changes
You have the right to get a new copy of this notice at 
any time. Even if you have agreed to get this notice by 
electronic means, you still have the right to ask 
for a paper copy. We reserve the right to change this 
notice. A revised notice will apply to PHI we already 
have about you, as well as any PHI we may get in the 
future. We’re required by law to follow the privacy 
notice that’s in effect at this time. We may tell you 
about any changes to our notice through a newsletter, 
our website, or a letter.

Effective Date of This Notice
The original effective date of this Notice was April 14, 
2003. The most recent revision is June 10, 2025.
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Enrollee name:____________________________________________________________________ (optional)

Drug and prescription number:_______________________________________________________ (optional)

Medicare Drug Coverage and Your Rights
You have the right to ask for a coverage determination from your Medicare drug plan to provide 
or pay for a drug you think should be covered, provided, or continued. You also have the right to ask 
for a special type of coverage determination called an “exception” if you:

• 	��Need a drug that’s not on your plan’s list of covered drugs
• 	��Believe a coverage rule (like prior authorization or a quantity limit) shouldn’t apply to you for medical reasons
• 	��Need to take a non-preferred drug and you want the plan to cover the drug at a preferred drug price

How to ask for a coverage determination
�• 	��To ask for a coverage determination, you or your prescriber can call your Medicare drug plan’s toll-free phone

number on the back of your plan membership card, or go to your plan’s website. You can ask for an expedited 
(24 hour) decision if your health could be seriously harmed by waiting up to 72 hours for a decision. 

Be ready to tell your Medicare drug plan:
�•	� �The name of the prescription drug, including dose and strength (if known)
�•	� �The name of the pharmacy that tried to fill the prescription
�•	� �The date you tried to fill the prescription
�•	� �If you ask for an exception, your prescriber will need to explain why you need the off-formulary or non-preferred

drug, or why a coverage rule shouldn’t apply to you

Your Medicare drug plan will send you a written decision. If coverage isn’t approved and you disagree with this 
decision, you have the right to appeal. The plan’s notice will explain why coverage was denied and how to ask for an 
appeal.

Get help and more information
Look at your plan materials or call 1-800-MEDICARE (1-800-633-4227) for more information about how to ask for a 
coverage determination. TTY users can call 1-877-486-2048. For help contacting your plan, call 1-800-MEDICARE.

To get this form in an accessible format (like large print, Braille, or audio) contact your Medicare drug plan. You 
also have the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-us/
accessibility-nondiscrimination-notice, or call 1-800-MEDICARE (1-800-633-4227) for more information. TTY 
users can call 1-877-486-2048.

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless 
it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0975. This information collection is used 
to provide notice to enrollees about how to contact their Part D plan to request a coverage determination. The time required to complete this information 
collection is estimated to average 1 minute per response, including the time to review instructions, search existing data resources, gather the data needed, to 
review and complete the information collection. This information collection is required under § 423.562(a)(3) and an associated regulatory provision at § 
423.128(b)(7)(iii). If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicare DMEPOS Supplier Standards
Note: This is an abbreviated version of the supplier standards every Medicare DMEPOS (durable 
medical equipment, prosthetic, orthotics, and supplies) supplier must meet in order to obtain and 
retain their billing privileges. These standards, in their entirety, are listed in 42 C.F.R. 424.57(c).

1. 	�A supplier must be in compliance with all applicable federal and state licensure and regulatory requirements.

2. �	�A supplier must provide complete and accurate information on the DMEPOS supplier application. Any
changes to this information must be reported to the National Supplier Clearinghouse within 30 days.

3. �	�A supplier must have an authorized individual (whose signature is binding) sign the enrollment application
for billing privileges.

4. �	�A supplier must fill orders from its own inventory, or contract with other companies for the purchase of
items necessary to fill orders. A supplier may not contract with any entity that is currently excluded from the
Medicare program, any state healthcare programs, or any other federal procurement or non-procurement
programs.

5. �	�A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased
durable medical equipment, and of the purchase option for capped rental equipment.

6. �	�A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable state law,
and repair or replace free of charge Medicare covered items that are under warranty.

7. �	�A supplier must maintain a physical facility on an appropriate site and must maintain a visible sign with
posted hours of operation. The location must be accessible to the public and staffed during posted hours of
business. The location must be at least 200 square feet and contain space for storing records.

8. �	�A supplier must permit CMS or its agents to conduct on-site inspections to ascertain the supplier’s
compliance with these standards.

9. �	�A supplier must maintain a primary business telephone listed under the name of the business in a local
directory or a toll free number available through directory assistance. The exclusive use of a beeper, answering
machine, answering service, or cell phone during posted business hours is prohibited.

	10. 	�A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers both
the supplier’s place of business and all customers and employees of the supplier. If the supplier manufactures
its own items, this insurance must also cover product liability and completed operations.

	11. 	�A supplier is prohibited from direct solicitation to Medicare beneficiaries. For complete details on this
prohibition see 42 CFR § 424.57 (c) (11).

	12. 	�A supplier is responsible for delivery of and must instruct beneficiaries on the use of Medicare covered items,
and maintain proof of delivery and beneficiary instruction.

	13. 	�A supplier must answer questions and respond to complaints of beneficiaries, and maintain documentation
of such contacts.

	14. 	�A supplier must maintain and replace at no charge or repair cost either directly, or through a service contract
with another company, any Medicare-covered items it has rented to beneficiaries.



	15. 	�A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable
items (inappropriate for the beneficiary at the time it was fitted and rented or sold) from beneficiaries.

	16. A supplier must disclose these standards to each beneficiary it supplies a Medicare-covered item.

17. 	�A supplier must disclose any person having ownership, financial, or control interest in the supplier.

18. 	�A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another entity
to use its Medicare billing number.

	19. 	�A supplier must have a complaint resolution protocol established to address beneficiary complaints that relate
to these standards. A record of these complaints must be maintained at the physical facility.

	20. 	�Complaint records must include: The name, address, telephone number, and health insurance claim number
of the beneficiary, a summary of the complaint, and any actions taken to resolve it.

21. 	�A supplier must agree to furnish CMS any information required by the Medicare statute and regulations.

22. 	�All suppliers must be accredited by a CMS-approved accreditation organization in order to receive and retain
a supplier billing number. The accreditation must indicate the specific products and services, for which the
supplier is accredited in order for the supplier to receive payment for those specific products and services
(except for certain exempt pharmaceuticals).

23. All suppliers must notify their accreditation organization when a new DMEPOS location is opened.

24. 	�All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and be
separately accredited in order to bill Medicare.

25. 	�All suppliers must disclose upon enrollment all products and services, including the addition of new product
lines for which they are seeking accreditation.

26. A supplier must meet the surety bond requirements specified in 42 CFR § 424.57 (d).

27. A supplier must obtain oxygen from a state-licensed oxygen supplier.

28. 	�A supplier must maintain ordering and referring documentation consistent with provisions found in 42 CFR §
424.516(f).

29. A supplier is prohibited from sharing a practice location with other Medicare providers and suppliers.

30. 	�A supplier must remain open to the public for a minimum of 30 hours per week except physicians (as defined
in section 1848(j) (3) of the Act) or physical and occupational therapists or a DMEPOS supplier working with
custom made orthotics and prosthetics.

DMEPOS suppliers have the option to disclose the following statement to satisfy the requirement outlined in Supplier 
Standard 16 in lieu of providing a copy of the standards to the beneficiary.

The products and/or services provided to you by BioPlus Specialty Pharmacy and its affiliates are subject to the 
supplier standards contained in the federal regulations shown at 42 Code of Federal Regulations Section 424.57(c). 
These standards concern business professional and operational matters (e.g., honoring warranties and hours of 
operation). The full text of these standards can be obtained at http://www.ecfr.gov. Upon request we will furnish you 
a written copy of the standards.
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Every product sold or rented by our company carries a 1-year manufacturer’s warranty.  
BioPlus Specialty Pharmacy Services, LLC (“BioPlus, a Carelon company”), will notify all 
Medicare beneficiaries of the warranty coverage, and we will honor all warranties under 
applicable law.  

BioPlus will repair or replace, free of charge, Medicare-covered equipment that is under warranty.  
In addition, an owner’s manual with warranty information will be provided to beneficiaries for all 
durable medical equipment where this manual is available.   

Please review, sign, and date the following statement and keep with your medical records.            
(This is for your — the beneficiary’s — record keeping and for use with any warranty claims. 
You do not need to mail this back to BioPlus.)

I have been instructed and understand the warranty coverage on the product I have received. 
I also have received written information and instructions on the safe use of the equipment 
I have been provided.  

Beneficiary’s Signature:  _________________________________________________________  

Date: ____________________ 

We’ve Got You Covered: 
Medicare Equipment Warranty Information Form

Medicare Patients- PleaseKeep For Your Records



I received instructions and understand that Medicare defines the _____________________________________
that I received as being either a capped rental or an inexpensive or routinely purchased item. 

_____	 FOR CAPPED RENTAL ITEMS:

• 	�Medicare will pay a monthly rental fee for a period not to exceed 13 months, after which ownership of the
equipment is transferred to the Medicare beneficiary.

• 	�After ownership of the equipment is transferred to the Medicare beneficiary, it is the beneficiary’s respon-
sibility to arrange for any required equipment service or repair.

• 	�Examples of this type of equipment include:

	�Hospital beds, wheelchairs, alternating pressure pads, air-fluidized beds, nebulizers, suction
pumps, continuous airway pressure (CPAP) devices, patient lifts, and trapeze bars.

_____	 FOR INEXPENSIVE OR ROUTINELY PURCHASED ITEMS:

• 	�Equipment in this category can be purchased or rented; however, the total amount paid for monthly
rentals cannot exceed the fee schedule purchase amount.

• 	�Examples of this type of equipment include:

	�Canes, walkers, crutches, commode chairs, low pressure and positioning equalization pads, home blood
glucose monitors, seat lift mechanisms, pneumatic compressors (lymphedema pumps), bed side rails, and
traction equipment.

• 	�I select the:

Purchase Option _______________           Rental Option ______________

_________________________________________________ _________________________
Beneficiary Signature Date 

Medicare Capped Rental and Inexpensive or Routinely 
Purchased Items Notification for Services on or After 
January 1, 2006

The BioPlus Family of Pharmacies
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I hereby authorize BioPlus Specialty Pharmacy Services, LLC, a Carelon Company, and their network of pharmacies,
MedScripts Medical Pharmacy, River Medical Pharmacy, Route 300 Pharmacy, and Santa Barbara Specialty 
Pharmacy (the “BioPlus Pharmacies”), and their agents and employees, to use and disclose prescription, insurance, 
diagnosis, Substance Use Disorder (SUD) information, and other information pertaining to the health and 
condition (the “Information”) of the identified patient (“Patient”). I authorize the Information to be disclosed 
among the BioPlus Pharmacies and to drug manufacturers, patient assistance programs, and research organizations 
(“Designees”) and their respective agents.

The authorized purposes for such use or disclosure are to provide Patient with and coordinate Patient’s healthcare;
provide Patient with reimbursement support and healthcare product and service offerings; or for BioPlus 
Pharmacies’ or Designees’ analysis of business processes, disease therapy treatment, or drug therapy treatment. I 
acknowledge that the BioPlus Pharmacies may receive payment from third parties for such use or disclosure of the 
Information.

This authorization expires 1 year from the date of my signature or when my treatment or course of medication 
facilitated through a BioPlus Pharmacy is complete, whichever occurs first.

I understand that the information disclosed under this authorization may be re-disclosed by the recipients and may 
no longer be subject to the same protections the information is given by the BioPlus Pharmacies.

I understand that I may revoke this authorization at any time by sending written notification to
Privacy Office, Elevance Health, 220 Virginia Ave., Indianapolis, IN 46204, 
except to the extent that action has already been taken in reliance upon this authorization.

I understand that I have the right to refuse to sign this authorization. I understand that BioPlus Pharmacies may not
condition the provision of treatment or payment based on my refusal to sign this authorization.

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

I HAVE 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.

Health Insurance Portability and Accountability Act (“HIPAA”)
Authorization for Release of Medical Information

Medicare Patients- PleaseKeep For Your Records
Rev. 1/2025



01. 	�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.

02. 	�I understand 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. I 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.

03. 	�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. I further
understand that I have the opportunity to ask questions about the medication and all of my questions have been
answered.

04. 	�I understand 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 I need emergency medication attention, I should call
911.

05. 	�I have received information regarding biomedical waste disposal, emergency preparedness, and drug
information.

06. 	�I 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.

07. 	�Because I 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 I am unable to sign for the
delivery, I will sign and return the packing ticket enclosed with my shipment.

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

09. 	�Various drug manufacturers and other entities offer patient assistance programs that provide payment

Specialty Pharmacy Consent

The BioPlus Family of Pharmacies
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Rev. 1/2025
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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.	� If I 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, I 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. If I choose to opt out of communications for marketing or commercial purposes, I 
understand that BioPlus reserves the right to contact me about the preparation or delivery of my prescription 
medications.



IF YOU ARE ON INFUSION THERAPY PLEASE READ THE INFO 
1. 	� If I am an infusion patient, I understand that there are additional risks associated with the use of intravenous 

medication. If I have questions after discussing this with my physician, I understand that I could ask a pharmacist 
additional questions. There are risks, known and unknown, associated with the use of all medical equipment and 
supplies used with the administration of medication, and because I will be using the equipment and/or supplies at 
home, immediate emergency medical attention will probably not be available for any complication, injuries, or adverse 
results that may occur in connection with using the equipment or supplies. I understand that I should call “911” for 
emergency medical attention.

2. 	� If my therapy requires an electronic or mechanical pump, it will be sent and indicated on my delivery ticket and will 
be accompanied by an operating instruction manual along with information about any applicable warranties.

3. 	� I acknowledge that I will receive information, such as an equipment warranty information form, and/or a warranty 
information page in my operating instruction manual, about any warranties that may cover the pumps, devices, and 
other items supplied to me. Furthermore, the product is being sold or leased to me by Pharmacy as a service for my 
convenience. I understand that I am responsible for the replacement cost of lost, stolen, and/or damaged equipment.

4.	�� I understand further that any and all representations regarding the equipment are the responsibility of the 
manufacturer and its authorized agents (including, but not limited to distributors and authorized service technicians). 
I have received instructions on the operating and related minor maintenance of the equipment and

	 have read the operating instructions all of which are, in my opinion, adequate to enable me to properly operate it 	
	 without direction of professional support staff at Pharmacy.

5. 	� I understand that, to the maximum extent permissible under law, Pharmacy shall not in any event be liable for any 
consequential damages, secondary charges, lawsuits, or damages resulting from an alleged defect of the equipment or 
disposable supplies. A home health nurse may operate this infusion device and I will follow their instructions.

6.	� If I am a Medicare beneficiary, I understand that Pharmacy honors all warranties expressed and implied under 
applicable state law and will not charge me or the Medicare program for the repair or replacement of Medicare covered 
items (including all purchased and capped rental items and other rented items) or services covered under warranty.

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.

I HAVE 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.
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If you are a Medicare patient, BioPlus Specialty Pharmacy, a Carelon company, is not permitted to submit a claim 
to Medicare without this form signed by you. If we do not receive this form within seven days of you receiving this 
welcome kit, you may be required to pay for your medications.

Considering the amount of medical expenses to be incurred, I, the undersigned, state that I have health insurance 
and/or employee healthcare benefits that will pay for the healthcare to be provided by BioPlus Specialty Pharmacy 
and their network of pharmacies: MedScripts Medical Pharmacy, River Medical Pharmacy, Route 300 Pharmacy, and 
Santa Barbara Specialty Pharmacy (each “Pharmacy”). I give the pharmacy all the rights I have for healthcare to be 
paid for through insurance and/or though my employee healthcare benefit plan (self-insured or fully insured). This 
document is a designation of authorized representation and an assignment to the pharmacy of my right to health 
insurance and/or healthcare benefits (self-insured or fully-insured). The details of this authorized representation and 
assignment are set forth below.

I hereby assign and convey directly to the pharmacy, as my assignee and designated authorized representative, all 
medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services, treatments, therapies, 
devices, and/or medications rendered or provided by the pharmacy, regardless of its managed care network partici-
pation status. I understand that I am financially responsible for all charges regardless of any applicable insurance or 
benefit payments. I hereby authorize the pharmacy to release all medical information necessary to process my claims. 
Further, I hereby authorize my plan administrator fiduciary, insurer, and/or attorney to release to the above-named 
healthcare provider any and all employee benefit plan documents, summary benefit description, insurance policy, 
and/or settlement information upon written request from the above-named healthcare provider or its attorneys in 
order to claim such medical benefits.

In addition to the assignment of the medical benefits and/or insurance and/or plan reimbursement above, I also      
assign and/or convey to the pharmacy any legal, equitable, or administrative claim, or chose inaction arising under 
any group health plan, employee benefits plan (self-insured or fully insured), health insurance, or tortfeasor insur-
ance concerning medical expenses incurred as a result of the medical services, treatments, therapies, devices, and/
or medications I receive from the pharmacy (including any right to pursue those legal, equitable, or administrative 
claims or chose inaction). This constitutes an express and knowing assignment of ERISA* breach or fiduciary duty 
claims and other legal and/or administrative claims. I intend by this assignment and designation of authorized 
representative to convey to the pharmacy all of my rights to claim (or place a lien on) the medical benefits related to 
the services, treatments, therapies, and/or medications provided by the above-named healthcare provider, including 
rights to any settlement, insurance, or applicable legal, equitable, or administrative remedies (including damages, 
remedies, and civil penalties arising from ERISA breach of fiduciary duty claims). The assignee and/or designated 
representative (Pharmacy) is given the right by me to (1) obtain information regarding the claim to the same extent 
as me; (2) submit evidence; (3) make statements about facts or law; (4) make any request including providing or 
receiving notice of appeal proceedings; (5) participate in any administrative and judicial actions and pursue claims or 
chose inaction or right against any liable party, insurance company, employee benefit plan (self-insured or fully-in-
sured), healthcare benefit plan, or plan administrator. The pharmacy as my assignee and my designated authorized 
representative may bring suit against any such healthcare benefit plan, employee benefit plan, plan administrator, or 
insurance company in my name with derivative standing at provider’s expense.

Assignment of Benefits



This assignment is irrevocable and valid for all administrative and judicial reviews under PPACA (healthcare reform 
legislation), ERISA, Medicare, and applicable Federal and state laws. A photocopy of this assignment is to be consid-
ered valid, the same as if it was the original. 

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.

I HAVE READ AND FULLY UNDERSTAND THIS CONSENT TO THERAPY.

Patient Name (“Patient”):________________________________________________________________________________

Patient Signature:_______________________________________________________________________________________

Date:_ _______________________________________________________________________________________________

The BioPlus Family of Pharmacies
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* ERISA is an acronym for a federal law entitled the Employee Retirement Income Security Act. ERISA governs most group health benefits provided 
by employee benefit plans. A group health plan is an employee welfare benefit plan established or maintained by an employer or by an employee 
organization (such as a union), or both, that provides medical care for participants or their dependents directly or through insurance, reimburse-
ment, or otherwise. Most private sector health plans are covered by ERISA. Among other things, ERISA provides protections for participants and 
beneficiaries in employee benefit plans (participant rights), including providing access to plan in formation. Also, those individuals who manage 
plans (and other fiduciaries) must meet certain standards of conduct under the fiduciary responsibilities specified in the law.
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Patient Concern and Complaint Form
Because we’re working 2gether to meet your therapy goal, the pharmacy is committed to improving your journey 
whenever possible. We value our relationship with you — our patient — and strive to provide you with products 
and support services to your complete satisfaction.

If you are not happy with the care you get from us, we want to know about it. If you have any concerns or problems 
with your medications, services, etc., please call the number on your prescription label. We’re here to help you every 
step of the way.

If you wish to file a complaint or concern in writing, please fill out the form fields below marked with a * symbol. 
When you complete this form, please return it to the pharmacy by mail. You will receive a verbal and/or written 
response from our pharmacy within five (5) business days of receipt. You may also call our toll-free number on your 
prescription label 24 x 7 x 365, we can assist you at any time.

*Patient Name:_________________________________________________________________________________________

*Date: ________________________________________________________________________________________________

*Patient Address:________________________________________________________________________________________

*Patient Telephone Number:_______________________________________________________________________________

*Description of Complaint:________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

*Patient Signature:_______________________________________________________________________________________

Rev. 6/2025



Questions for my healthcare team:
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

The BioPlus Family of Pharmacies
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My treatment goals:
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
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Connect with us on Social Media

BSP 251118

PHARMACY LOCATIONS: 

Altamonte Springs, FL 
376 Northlake Blvd Altamonte 
Springs, FL 32701

Chandler, AZ
145 S 79th St., Suite 70, 
Chandler, AZ 85226

Lake Mary, FL
3200 Lake Emma Rd, Suite 1000 
Lake Mary, FL 32746

Durham, NC
4900 Prospectus Dr, Suite 300 
Durham, NC 27713

Garden Grove, CA
7373 Lincoln Way
Garden Grove, CA 92841

Harvey, LA
2731 Manhattan Blvd, Suite B17 
Harvey, LA 70058

Medscripts Medical Pharmacy           
1325 Miller Rd, Suite K
Greenville, SC 29607

River Medical Pharmacy        
4752 Research Dr
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

Visit https://nabp.pharmacy/about/boards-of-pharmacy/ to find and contact your states board of pharmacy. 

https://nabp.pharmacy/about/boards-of-pharmacy/



