
CYCLE MEDICATION REFUSAL FORM

FILL OUT THIS FORM AND SUBMIT A COPY WITH MEDICATIONS TO BE RETURNED. 

Facility: 

Date:

REASON - Check One QUANTITY

RX # 

NAME 

MED NAME

RX # 

NAME 

MED NAME 

RX # 

NAME 

MED NAME 

RX # 

NAME 

MED NAME 

RX # 

NAME 

MED NAME 

RX # 

NAME 

MED NAME 

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

 Discontinued  Order Changed
 Discharged  Family Provides
 Other _______________________

AFFIX REORDER LABEL BELOW

If an order has changed, please ensure the pharmacy has the new order. 

PLEASE SEE RETURN GUIDELINES BEFORE SUBMITTING RETURNS 
Confidentiality Notice: The information in this facsimile may contain confidential health information that is privileged and legally protected from disclosure by the Health Insurance 
Portability and Accountability Act (HIPAA). This information is intended only for the use of the individual or entity to whom it is addressed. The recipient is obligated to maintain it in a 
safe, secure and confidential manner. If you are not the intended recipient you are hereby notified that any disclosure, copying, or distribution  of this information is STRICTLY 
PROHIBITED. If you have received this information in error, please notify the sender immediately and destroy this communication and all accompanying documents.

Staff Name (print):


	FACILITY: A0000 Sample Facility


