
STAR CARE PHARMACY
“The First Wealth is Health”

175-20 Hillside Avenue • Jamaica, NY 11432
Tel: 718-262-8789 • Fax: 718-262-9083

Toll Free: 888-216-STAR (7827)

HEPATITIS B REFERRAL FORM
Date: ___________       Attn: _____________

Ship to  r Patient   r Physician   r Office Nurse/Training

I authorize Star Care Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization process for this prescription and any future 
fills of the same prescription for the patient listed above. I understand that I can revoke this designation at any time by providing written notice to Star Care Pharmacy.

IMPORTANT NOTICE: This Facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, priviledged, proprietary or exempt from disclosure under applicable law. If it 
is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions as to disposal of the transmitted material. 

In no event should such material be read or retained by anyone other than the named addresee, except by express authority of the sender to the named addressee.


