
Genefic Specialty Pharmacy
2577 Mall Road, Suite B 

Florence, AL 35630 
833-928-7660(p)

Our Valued Patient: 

Thank you for choosing Genefic Specialty Pharmacy to provide your specialty medication(s). We appreciate your trust 
and will continue to work to keep your confidence in us. 

Mission Statement: 
At Genefic Specialty Pharmacy, it is our mission to serve patients with chronic medical conditions that require detailed 
medication management. Our team of healthcare professionals customize specialty medications and the monitoring 
required to generate favorable outcomes. Individualized medication plans, education, and personalized attention 
separate Genefic Specialty Pharmacy from the competition. With Genefic Specialty Pharmacy, our patients are not just 
a number, in fact, their care is our primary concern.  

Our pharmacists look forward to helping you. If you have a question about your treatment, we are available anytime. 
Our normal business hours are 8:30 am to 4:30 pm CST Monday through Friday, and via phone on Saturday from 
8:30am to 11:30am. An on-call pharmacist is available after hours, weekends and holidays to answer questions. Call 
833-928-7660 for filling a prescription, including refills, to obtain order status, transfer a prescription, or obtain 
information regarding a delay in medication. If calling after hours, please leave a message. Our pharmacist on call will 
return any urgent calls within 2 hours. 

The Genefic Specialty Pharmacy staff includes pharmacists experienced in specialty pharmacy. Our team members are 
familiar with prescription and medical billing. Our team is here to help with your benefits. 

For safe disposal of medication, please check with your local state municipalities for information, or online with 
https://safe.pharmacy/drug-disposal/; type in your state and zip code to find the most up to date disposal methods for 
your area. You may call our office at (833) 928-7660 for more information or help with finding the appropriate disposal 
procedures for your medications. 

How do you get rid of medicines? 
Check the label on the medicine bottle or box or the information that came with your medicine. It may tell you how to get 
rid of the medicine safely. If it doesn't, there are a few ways you can get rid of the medicines. If you have any questions 
about how to get rid of medicines, ask a pharmacist for help. 
Bring them to a medicine take-back program or drop-off box 
Find out if your local trash and recycle center, pharmacy, or hospital offers a medicine take-back program or a place to 
drop off medicine. These are two of the best ways to safely throw away medicines. 
Throw them in the trash 
If there isn't a take-back program or drop-off box near you, follow these steps to throw away medicine with the rest of 
your garbage: 

1. Take the medicine out of the container it came in. You can throw that container away. But first scratch out any
personal information printed on the label. This will help protect your identity and health information.

2. Mix the medicine with a substance that doesn't taste good, such as cat litter, sawdust, or coffee grounds. Don't
crush tablets or capsules.

https://safe.pharmacy/drug-disposal/


3. Place the mixture in some other container, such as a sealed plastic bag or can.
4. Put that container in your household trash.

Flush them down the sink or toilet 
Only a few medicines should be flushed down the sink or toilet if you can't use a take-back program or drop-off box. These 
medicines include prescription pain medicines, such as oxycodone or morphine. 
The FDA says that these kinds of medicines can be more harmful than other medicines if they are taken by someone other 
than the person they were prescribed for or by an animal. So it's best to flush old or unwanted doses down the sink or 
toilet right away. When you do this, you take away any chance that a person or an animal might get sick from one of these 
medicines. 
To see a list of medicines that should be flushed down the sink or toilet, go to: 
www.fda.gov/Drugs/ResourcesForYou/Consumers/BuyingUsingMedicineSafely/EnsuringSafeUseofMedicine/SafeDisposalo
fMedicines/ucm186187.html  

For safe disposal of needles, please contact our office at 833-928-7660. We will have a sharps container sent out. For 
accidental poisoning, please call the Poison Information Center at 800-222-1222. For adverse reactions, please call our 
pharmacy for more information. We can help with treatment and ways to report an adverse event. 

Our pharmacy staff will reach out to you before the next refill. We will check on treatment progress and set up your next 
shipment. Our pharmacist will check with you to answer any questions. We will make sure your therapy is staying on 
target. Please contact our pharmacy if you need more info about your medicine. We will do our best to get you the 
requested information. 

To file a complaint with our pharmacy please contact us. One of our team members will help you. You may also contact 
URAC at Phone: (202) 216-9010, Fax: (202) 216-9006, Corporate Office, 1220 L Street, NW, Suite 900, Washington, D.C. 
20005 or NABP at Phone: (847) 391-4406, Fax: (847) 391-4400, Email: help@nabp.pharmacy, National Association of 
Board of Pharmacy, 1600 Feehanville Drive, Mount Prospect, IL 60056 

Our goal is to constantly review our service to you, and continue to improve. Please take a few moments to fill out the 
enclosed survey. A self-addressed stamped envelope is included for you to return all indicated signed documents to us. We 
look forward to hearing from you soon. 

If your need any help understanding any information in our welcome packet, please call one of our staff members at 833-928-
7660. 

Thank you for your business, and please do not hesitate to call with questions. 

Genefic Specialty Pharmacy

http://www.fda.gov/Drugs/ResourcesForYou/Consumers/BuyingUsingMedicineSafely/EnsuringSafeUseofMedicine/SafeDisposalofMedicines/ucm186187.html
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Genefic Specialty Pharmacy
2577 Mall Road, Suite B 

Florence, AL 35630 
833-928-7660

PATIENT RIGHTS AND RESPONSIBILITIES: 

Each Patient Has the Right to: 

-- Choose a Health Care Provider 

-- Be treated with dignity and respect without regard to race, color, creed, sex, age, national or ethnic origin, diagnosis, or source of 

payment 

-- Confidentiality and privacy in treatment and care. This includes confidential treatment of patient records. Refuse the release 

of his/her patient information to any individual outside, except in the case of transfer to another health facility, or as re quired by law 

or third-party contract 

-- Be provided with information about ownership, available services, insurance coverage and other charges if applicable 

-- Make informed decisions about his/her care and participate in the planning of care 

-- Be informed in advance about any changes in the in the care or treatment as it pertains to his/her well-being 

-- Be instructed about his/her therapy to reach the highest level of care and wellness 

-- To receive prompt response to all requests including any reasonable interruption of services 

-- Have the right to opt out of the patient management program by calling our pharmacy at 833-928-7660 

-- Be informed of any financial benefit when referred to an organization 

-- Refuse treatment, within the confines of the law, after being informed of and understanding the consequences of such action 

-- Continuity of care and service provided by personnel who are qualified through education and experience to perform the service 

for which they are responsible 

-- Voice complaints and/or grievances about treatment, care, or lack of personal respect or property 

-- Have complaints and/or grievances documented without reprisal, coercion, or unreasonable interruption of services 

Each Patient has the Responsibility to: 

-- Dial “911” whenever a life-threatening medical emergency arises 

-- Supply complete and correct information regarding your medical history and billing information 

-- Tell pharmacy of any changes in your status, including medication dosage changes, changes in medical condition and address or 

billing information changes 

-- Agree to your physician’s orders and plan of care 

-- To take part in the development and updating of your plan of care 

-- To communicate that he/she understands the course of treatment and plan of care 

-- Accept responsibility for his/her actions if refusing treatment or not following the plan of care 

-- Use and care for the medication and supplies (and equipment) given and not allow use by anyone other than the authorized 

patient 

-- Fulfilling financial obligations for services supplied 

Please retain a copy for yourself and mail the original to: Genefic Specialty Pharmacy, 2577 Mall Road, Suite B, Florence, AL 35360 1.833.928.7660
(p) 833.928.7661 (f) pharmacy@geneficrx.com (email)  www.geneficrx.com (website)

mailto:watson@watsonrxsolutions.com
http://www.watsonrxsolutions.com/


By signing below, I acknowledge that I have read and understand my Rights and Responsibilities as a patient 
of Genefic Specialty Pharmacy. 

Signature of Patient or Personal Representative: _____________________________________________ 

Name of Patient:  _________________________________________________________ 

Date:  ______________________________________________ 

If Personal Representative is signing for the patient please provide your name, address, documentation, and 
description of your ability to sign on behalf of the patient. 

Name:       
Street Address: 
City ___________________________ State_____________________ Zip: 
Telephone Number:      
E-Mail Address:
Relationship:















Assignment of Benefits (AOB) 
This AOB form is required to bill on your behalf! 

My signature and date in the box below authorize each of the following: 

1. Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to Genefic Specialty Pharmacy
and/or any of our corporate affiliates for medical supplies and/or medication(s) furnished to me by Genefic Specialty
Pharmacy.

2. Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s).

3. Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other insurers and their agents and
assigns.

4. Genefic Specialty Pharmacy and/or any of our corporate affiliates to obtain medical or other information necessary to
process my claim(s), including determining eligibility and seeking reimbursement for medical supplies and/or
medication(s) provided.

5. Genefic Specialty Pharmacy and/or any of our corporate affiliates to contact me by telephone or mail regarding my

medical supplies and/or medication(s) order.

I agree to pay all amounts that are not covered by my insurer(s) including applicable co- 
payments and/or deductibles for which I am responsible. 

I request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf to Genefic 
Specialty Pharmacy and/or any of our corporate affiliates for any medical supplies and/or medications furnished to me by Genefic 
Specialty Pharmacy. I authorize any holder of medical information about me to release to Genefic Specialty Pharmacy, my physician(s),
caregiver, CMS, its agents and to my primary and/or other medical insurer any information needed to determine or secure eligibility 
information and/or reimbursement for covered services. I agree to pay all amounts that are not covered by my insurer(s) and for which 
I am responsible. 

I                                                      appoint to function as 

(Name of beneficiary)            (name of representative) 

my personal representative with Medicare, Medicaid, or private insurance. 

Their relationship to me is spouse, child, parent, sibling, other _. 
 (Choose one)  (or write in) 

The reason I cannot sign is: . 
(List reason) 

  My representative does or does not live with me. 
(Choose one) 

If not, their address and phone number is: 

Address:   Phone: 

City/St/Zip: 

Signature:    Date:   

My signature and date above authorize the above-named person to sign on my behalf. 



Exemplary Provider Satisfaction Measure © 

Patient: Date of Service: _ 

New Existing Equipment: 

Access, Delivery and Service Yes No NA 

1. Equipment/Supplies was delivered in a timely manner.

2. Equipment/supplies was ready for patient use upon

delivery.

3. Received and understood instructions on proper

application and use of equipment/supplies.

4. Feel confident to operate/use equipment/supplies.

5. Received info on my Rights & Responsibilities, complaint

process, billing, contact numbers, and reasons to

notify the equipment/supply company.

6. Response to my questions, problems, concerns were

addressed in a timely manner.

7 Satisfied with the equipment or supplies.

8 Satisfied with the service. Would recommend to others.

Comments: 

Employee 
Keep one copy in the patient chart. 

Date of survey 



Genefic Specialty Pharmacy
2577 Mall Road, Suite B 

Florence, AL 35630 

833-928-7660

Authorization for Release of Information to Personal Representative: 

This Genefic Specialty Pharmacy authorization is for use if you wish to have a spouse, parent, adult child, or

caregiver have access to your medical and health information on an on-going basis to assist with your care and 

maintaining your information. 

If you are requesting Genefic Specialty Pharmacy to release information to a third-party company (for

example: housing authority, insurance company, law office, etc.), then do not use this form. Please contact 

Genefic Specialty Pharmacy at 833-928-7660 to request an “Authorization for Release of Information to Third

Party” form. 

I. Patient Information:

Patient Name:

Date of Birth:

Street Address:

City, Sate, Zip:

Telephone Number: (   ) E-Mail Address: _
List the location you obtain most of your prescriptions from: ______________________________________

II. Person Authorized to receive Information from VSP:

Patient Name:

Street Address:

City, Sate, Zip:

Telephone Number:

Relationship:

E-Mail Address:

III. Describe or list the information that you are asking us to release:

All prescription information related to medical/health services received. 



IV. List the specific purpose for requesting this information:

To assist with the management of my care, maintenance of information and administrative functions on my

behalf relating to the services/products I receive from Genefic Specialty Pharmacy.

*Please retain a copy for yourself and mail the original to: Genefic Specialty Pharmacy Privacy Officer,

2577 Mall Road, Suite B, Florence, AL 35630; phone (833) 928-7660; fax (833) 928-7661.

V. Expiration Date:

This authorization expires annually from the date signed unless otherwise indicated by patient.

I wish this to expire on / /

            Month                   Day                        Year

Patient signature:

Date:

VI. Information Regarding this Authorization:

You have the right to revoke this Authorization in writing to Genefic Specialty Pharmacy Privacy Officer at 
any time. The revocation is only effective after it is received and logged by Genefic Specialty Pharmacy. Any 
use or disclosure made prior to a revocation is not included as part of the revocation.

Refer to Genefic Specialty Pharmacy Notice of Privacy Practices for permitted uses and disclosures of

protected health information (“PHI”). You may obtain a copy of this Notice from the Genefic Specialty 
Pharmacy Privacy Officer or call 833-928-7660. Please keep a copy of this authorization for your records.

Once PHI is disclosed to others, it may be re-disclosed by them to persons or entities that were not subject to 

the privacy regulations which means that the PHI may no longer be protected by regulations. 

Privacy regulations prohibit the conditioning of treatment, payment, enrollment, or eligibility for benefits on 

signing this Authorization. 

This Authorization must be signed and dated by the patient or signed and dated by the patient’s personal 

representative. If patient’s personal representative signs the Authorization, please provide appropriate 

documentation and description of that person’s ability to act on behalf of the patient. 

VII. Signature:

By signing below, I authorize Genefic Specialty Pharmacy to use or disclose my Protected Health Information

as described above. 

Signature Date 

Printed Name 



VIII: Please keep a copy for your records and mail the original signed form to: Genefic Specialty Pharmacy
Privacy Officer, 2577 Mall Road, Suite B, Florence, AL 35630; phone (833) 928-7660; fax (833) 928-7661. 

Authorization to Leave Messages: 

I hereby authorize that phone messages and/or text messages are allowed to be left at the number(s) below 

regarding my prescription services, refills, renewal, and delivery: 

Phone number 

Alternate Phone Number 
, by signing below, authorize Genefic SpecialtyI, 

 Pharmacy to leave messages as described above.
Signature    Date 

*Please keep a copy for yourself and mail the original to: Genefic Specialty Pharmacy Privacy Officer,

2577 Mall Road, Suite B, Florence, AL 35630; phone (833) 928-7660; fax (833) 928-7661.

Acknowledgment for Receipt of Notice of Privacy Practices

I hereby acknowledge that I have received a copy of Genefic Specialty Pharmacy’ Notice of Privacy

Practices. Signature of Patient or Personal Representative: 

Name of Patient: 

Date: 

If Personal Representative is signing for the patient please provide your name, address, documentation, and 

description of your ability to sign on behalf of the patient. 

Name: 

Street Address: 

City, Sate, Zip: 

Telephone Number: E-Mail Address: 

Relationship: 

*Please retain a copy for yourself and mail the original to: Genefic Specialty Pharmacy Privacy

Officer, 2577 Mall Road, Suite B, Florence, AL 35630; phone (833) 928-7660; fax (833)

928-7661.



The patient has the right to: 

A. Know about philosophy and characteristics of the Patient Management Program.

B. Have personal health Information shared with the Patient Management Program

in accordance with state and federal laws..

C. To obtain information on disclosures of your health information in accordance with law

and regulation.

D. Identify the staff member of the program and their job title, and to speak with a

supervisor of the staff member if requested.

E. Receive information about the Patient Management Program.

F. Receive administrative information regarding changes in or termination of the Patient

Management Program.

G. Decline participation, revoke consent, or dis-enroll at any point in time.

H. Speak to a health professional

The Responsibility to: 

A. Submit any forms that are necessary to participate in the program, to the extent

required by law.

B. Give accurate clinical and contact information and to notify the Patient Management

Program, if applicable.

C. To notify your treating provider/prescriber of your participation in the Patient

Management Program, if applicable



Patient Management Program Participation 

Dear Patient, 

The Patient Management Program was developed to assist you in the many facets of your life. 

It was designed to help you gain access to services that will be a support and improve your 

health and quality of life. We are here to assist and help you. All we ask is that you are willing 

to follow directions and be compliant with your therapy. Our Patient Management Program is 

designed to be an added special touch to your experience with us as your specialty pharmacy. 

Through our Patient Management Program, you will receive exceptional care with: 

• Medical/Pharmacy concerns

• Financial related questions

• Information and Review of Your Health Insurance Plan, Deductible and Co-Pay Advise

and Program Assistance referrals.

• Any unmet physical needs you are experiencing

• Difficulties you may be having due to having a chronic or acute health care condition

• Vital supports that can link you to outside resources that can enhance you daily life.

Genefic Specialty Pharmacy Patient Management program rights and responsibilities: 

You have the right to: 

• To know about philosophy and characteristics of the Patient Management Program

• To have Protected Health Information shared with the Patient Management Program

only in accordance with state and federal law

• To identify the staff member of the program and their job title, and to speak with a

supervisor of the staff member if requested

• To receive information about the Patient Management Program

• To receive administrative information regarding changes in or termination of the Patient

Management Program

• To decline participation, revoke, consent, or dis-enroll at any point in time

You have the responsibility to: 

• To submit any forms that are necessary to participate in the program, to the extent

required by law
• To give accurate clinical and contact information and to notify the Patient Management 

Program of changes in this information; and

• To notify your treating provider/prescriber of your participation in the Patient 
Management Program, if applicable.

If you have any questions, please feel free to contact the staff members who oversee this 
program. 
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