
 

 

 
KFNWO Patient Intake 

 
Name  ____________________________________________  DOB  ____________________ 
 
Address  ___________________________  City  ___________ State  ______ ZIP  __________ 
 
Dialysis Center and Address  _____________________________________________________________ 
 
Phone #  ___________________________  Alt. Phone #  _______________________________ 
 
Medication Allergies  ____________________________________________________________________ 
 
Emergency Contact Name and Number  ____________________________________________________ 
 
Safety Caps    or  Easy Caps ? 
 

Prescription Information 
 

Who is the doctor that prescribes your medications?  __________________________________________ 
 
Which pharmacy do you currently get you prescriptions from?  ___________________________________ 
 
Where are they located and what is their telephone number?  ____________________________________ 
 
Up-to-date list of medications:  ____________________________________________________________ 
 
 
 
 
 
_____________________________________________________________________________________ 
 

Prescription Card Information 
 

Company  _________________________ Rx BIN  _______________ PCN  _______________ 
 
ID (SSN)  ________________________________  Group  ______________________________ 
 
Cardholder  _____  Spouse  _____  Dependent  _____ 


