Specialty Pharmacy

Your Well Being is Our Prime Concern
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Welcome to
Prime Infusions
Dear Patient,
Welcome to Prime Infusions; we are pleased to have been selected as your Specialty Pharmacy Care
Provider. Our experts and clinicians are here to cater to your healthcare and medicinal needs on your path
to a healthier self.
Enclosed is your patient welcome packet containing information on Prime Infusions, our operations and
services, patient safety, and other important patient information. Please take a few minutes to read through
this information packet and retain it for your future reference.
A little bit about us:
•

Our Mission at Prime Infusions is to provide quality health
care services to medically complex patients through the
delivery of innovative, cost effective pharmaceutical
services outside the traditional established settings.

•

Clinically trained Pharmacists reach out to you to ensure
you are comfortable with the medication and services
we provide. They are always readily available to answer
any questions you may have.

•

Prime Infusions is a Specialty Pharmacy offering you 24
hour daily support year round.

•

•

We provide very unique personalized services to care
for a wide variety of health conditions and exclusive
medications.

Our dedicated team of patient care coordinators work
closely with you and your insurances to ensure that you
receive the optimal coverage on all your medications
and services.

•

Prime Infusions ensures the timely and safe delivery of
your specialty medication.

•

Our multilingual staff is available for translation services
at your convenience; please contact Prime Infusions at
1-833-24-PRIME (77463).

•

Esta información también se ofrece en otros idiomas y
formatos. Llame a Prime Infusions al 1-833-24-PRIME
(77463).

•

•

The Prime Infusions family understands the delicate
nature of your health concerns and empathetically
approaches every situation with the utmost respect,
confidentiality, and professionalism.
Each patient receives customized care as we collaborate
with your healthcare providers to create a regimen
tailored to your health and needs.

As experts in our field, with years of experience, the Prime Infusions staff will provide you with the
medication, services, and care you deserve.
Please review the information enclosed and sign and date where requested, as these will allow us to provide
care for you. Signed forms should be mailed to Prime Infusions in the prepaid envelope provided.
If you have any questions, please call us at 1-833-24-PRIME(77463) or visit us at www.Prime Infusions.com.
Sincerely,
Zev Nirenberg, Pharm.D.
Director of Specialty Care
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Contact Information
& Hours of Operation

1624 Broadway
Brooklyn, NY 11207

Monday – Friday
10:00 AM – 5:00 PM

Tel: 718-443-4000
Fax: 718-443-5000

833-24-PRIME (77463)

Support@Primeinfusions.com

www.PrimeInfusions.com

24 Hour Pharmacist Access is
available via our Toll Free Number

2

Specialty Pharmacy
Services
Prime Infusions, provides specialty pharmacy and related clinical services for patients with various chronic
and/or complex conditions, through its well-established case management, clinical nursing and pharmacy
services. Prime Infusions’ approach is focused on conditions and therapies that require complex infusion,
injection, or oral treatments. Individual case management therapies / conditions include:
•

Anemia / Neutropenia

•

Hepatitis C

•

Rheumatoid Arthritis

•

Asthma

•

Multiple Sclerosis

•

Pulmonary hypertension

•

Crohn’s Disease

•

Immune disorders/ IVIG / SQIG

•

Respiratory Syncytial Virus

•

Cystic Fibrosis

•

Oncology / Cancer

•

Transplantation

•

Enzyme Deficiencies

•

Osteoarthiritis

•

Ulcerative Colitis

•

Hemophilia

•

Psoriasis

•

Growth Hormone

Our Specialty Pharmacy provides a range of services that meet the specific
needs of specialty patients. These needs often include payer-issues
education, follow-up, physician communication and nurse training.
Pre-Authorization services focus on verifying insurance and assisting with benefit
options knowledge of copay assistance and other grants, and payment assistance programs,
including Medicare, Medicaid and other 3rd party payers benefits our patients greatly.
Specialty nursing services are provided by an expert nursing team that is specialized
and certified in a variety of therapies, treatments and techniques.
Clinical counseling includes the availability of pharmacists and certified nurses to
provide education on the use, administration and storage of medication, as well as in
depth knowledge of therapies.
Clinical case management and adherence verification, 360 degree communication
with physicians, care coordinators and other providers.
24/7 access to specially-trained pharmacists, nurses and staff
Delivery of medication to the patients home or providers office
Refill reminders, including proactive communication from pharmacy team
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Coordination of Services
& Billing Process
How to fill a new prescription Prime Infusions works with your prescriber when you need
a new prescription drug. In many cases, your prescriber will
electronically send a copy of your prescription directly to Prime
Infusions. You may also call us to request that we contact your
prescriber to obtain a new specialty prescription.
Delivery of your Specialty
Medications

We coordinate delivery of your specialty medications to your
home or any approved alternate location.
Medications requiring special handling or refrigeration will
be packaged and shipped accordingly. If you cannot be there
to accept the package, we can arrange for it to be left either
at your home or at an approved alternate location. Prime
Infusions will make every effort to deliver your supplies early if
a weather warning is in place. Prime Infusions representatives
will contact patients, in order of disaster priority, with any
special instructions. Please make sure we have your secondary
contact information on file to ensure there is no lapse in
therapy.
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Ordering Refills

You will be contacted by a team member five to seven days
prior to your refill date. If you would like to contact us for a refill,
you can call us and speak to a medication access coordinator
or pharmacist to process your refill requests. Please contact
us five to seven days before you need your medication.

Pharmacist Assistance

Our pharmacists want you to understand why your doctor
chose your specialty medicine. Our pharmacists will talk with
you about your medicine and any side effects the medicine
may cause. A licensed pharmacist is available 24 hours a
day, seven days a week for any urgent needs relating to your
medication.
In the event of an emergency please call 911 for immediate
assistance.

Billing Process

Prime Infusions works with you to provide you with the care
you deserve. We bill your insurance company on your behalf
you and contact you to discuss any remaining financial
responsibility. The portion of the cost remaining after your
insurance is billed is known as your copayment. You are
responsible for paying your copayment when you order your
medication or refills.
We accept Visa, MasterCard, American Express and Discover
credit cards. We also accept cash, personal checks, money
orders and most flexible spending accounts. If you have any
questions regarding the billing process please call us at 718443-4000.
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Client Bill of Rights &
Responsibilities
The Client Bill of Rights and Responsibilities is designed to recognize, promote, and protect, an individual’s right to be treated with dignity and respect within the health care system. Before service
is initiated an individual has the right to be fully informed verbally and in writing of their rights and
responsibilities as a client or patient by the providers of health care or services. The individuals receiving services or their designated representatives may exercise these rights and are expected to
assume the listed responsibilities.
As our client you have the right to:

1. Receive information in a way that is understandable to you regarding:
a) organization ownership and control
b) services/products we provide directly or by contract
c) any specific charges for medications to be paid
by you in addition to those charges covered by
insurance third party payment or public benefit
programs
d) billing policies, payment procedures and any
changes in the information provided at time of
initial purchase
e) instructions and warranty available for purchased
products
f) who to contact, when and how to communicate
problems with products or service

g)

availability, purpose and appropriate use of Medicare
Hotline numbers:
h) Medicare: Toll Free 1-800-633-4227 during business
hours
i) information regarding the organizations liability
insurance upon request
j) Receive and access services consistently in a timely
manner in accordance with our operational policy;
without regard to race, creed, gender, age, handicap,
sexual orientation, veteran status or lifestyle.

2. Make informed decisions with your health care provider about your treatment plan and use of medications ordered.
3. Be notified in advance of product options, when and why delivery will not occur.
4. Be referred to another organization if Prime Infusions is unable to meet your needs or if you are not
satisfied with the products, you are receiving.
5. Participate in the selection of options for alternatives or referral to other organizations, as indicated
by your need for care.
6. Receive disclosure information regarding any beneficial relationship between Prime Infusions and
referred organizations
7. Direct questions or concerns regarding the safety and efficacy of your medications and/or supplies to
Prime Infusions at 1-833-24-PRIME. Please be advised that Prime Infusions is responsible for resolving
your questions or concerns, and it is the company’s goal to respond to questions and concerns in a
timely manner.
8. Voice grievances or complaints without reprisal.
9. Receive a response from Prime Infusions regarding investigation and resolution of complaints.
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10. Not receive any experimental products without your specific agreement and full understanding of
information explained.
11. Be free from any abusive behavior, neglect or exploitation of any kind by Prime Infusions staff.
12. Confidentiality of your records and Prime Infusions policy for accessing and disclosure of records.

Patient Responsibilities:
1. Patients should provide the pharmacy with all complete relevant medical information.
2. Patient should follow all medication instructions, and all medications should be taken solely for the
purpose for which they are prescribed.
3. Patient should not hesitate to contact our pharmacists with inquiries regarding their medications
4. Patients should promptly notify the pharmacy of any changes in address and insurance coverage
5. Changes in prescriber or regimen discontinuation after having communicated with their prescriber
should be reported by the patient to the pharmacy as soon as possible.
6. If unavailable for planned delivery, the patient should notify the pharmacy immediately to reschedule.
7. Except where it interferes with federal or state law, the patient is responsible for any service and/or
medication charges which are not covered by the patient’s insurance company.
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HIPPA Privacy Notice
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.
OUR COMMITMENT TO YOUR PRIVACY
It is our duty to maintain the privacy and confidentiality of your protected health information (PHI). We will create records regarding your and the
treatment and service we provide to you. We are required by law to maintain the privacy of your PHI, which includes any individually identifiable
information that we obtain from you or others that relates to your past, present or future physical or mental health, the health care you have received, or
payment for your health care. We will share protected health information with one another, as necessary, to carry out treatment, payment or health care
operations relating to the services to be rendered at the company.
As required by law, this notice provides you with information about your rights and our legal duties and privacy practices with respect to the privacy of
PHI. This notice also discusses the uses and disclosures we will make of your PHI. We must comply with the provisions of this notice as currently in effect,
although we reserve the right to change the terms of this notice from time to time and to make the revised notice effective for all PHI we maintain. You can
always request a written copy of our most current privacy notice from our Privacy Officer.
PERMITTED USES AND DISCLOSURES
We can use or disclose your PHI for purposes of treatment, payment
and health care operations. For each of these categories of uses and
disclosures, we have provided a description and an example below.
However, not every particular use or disclosure in every category will be
listed.
Treatment means providing services as ordered by your physician.
Treatment also includes coordination and consultations with other health
care providers relating to your care and referrals for health care from
one health care provider to another. We may also disclose PHI to outside
entities performing other services related to your treatment such as
hospital, diagnostic laboratories, home health or hospice agencies, etc.
Payment means the activities we undertake to obtain reimbursement
for the health care provided to you, including billing, collections, claims
management, prior approval, determinations of eligibility and coverage
and other utilization review activities. Federal or state law may require us
to obtain a written release from you prior to disclosing certain specially
protected PHI for payment purposes, and we will ask you to sign a release
when necessary under applicable law.
Health care operations means the support functions of the company,
related to treatment and payment, such as quality assurance activities,
case management, receiving and responding to patient comments and
complaints, physician reviews, compliance programs, audits, business
planning, development, management and administrative activities. We
may use your PHI to evaluate the performance of our staff when caring
for you. We may also combine PHI about many patients to decide what
additional services we should offer, what services are not needed, and
whether certain new treatments are effective. We may also disclose PHI
for review and learning purposes. In addition, we may remove information
that identifies you so that others can use the de-identified information to
study health care and health care delivery without learning who you are.
OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
We may also use your PHI in the following ways:
•
To provide appointment reminders for treatment or medical
care.
•
To tell you about or recommend possible treatment alternatives
or other health-related benefits and services that may be of interest to
you.
•
To disclose to your family or friends or any other individual
identified by you to the extent directly related to such person’s
involvement in your care or the payment for your care. We may use or
disclose your PHI to notify, or assist in the notification of, a family member,
a personal representative, or another person responsible for your care, of
your location, general condition or death. If you are available, we will give
you an opportunity to object to these disclosures, and we will not make
these disclosures if you object. If you are not available, we will determine
whether a disclosure to your family or friends is in your best interest,
taking into account the circumstances and based upon our professional
judgment.
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When permitted by law, we may coordinate our uses and disclosures of
PHI with public or private entities authorized by law or by charter to assist
in disaster relief efforts.

We will allow your family and friends to act on your behalf to pick up filled
prescriptions, medical supplies, X-rays, and similar forms of PHI, when we
determine, in our professional judgment that it is in your best interest to
make such disclosures.
We may contact you as part of our fundraising and marketing efforts as
permitted by applicable law. You have the right to opt out of receiving such
fundraising communications.
We may use or disclose your PHI for research purposes, subject to the
requirements of applicable law. For example, a research project may involve
comparisons of the health and recovery of all patients who received a
particular medication. All research projects are subject to a special approval
process which balances research needs with a patient’s need for privacy.
When required, we will obtain a written authorization from you prior to using
your health information for research.
We will use or disclose PHI about you when required to do so by applicable
law.
In accordance with applicable law, we may disclose your PHI to your
employer if we are retained to conduct an evaluation relating to medical
surveillance of your workplace or to evaluate whether you have a workrelated illness or injury. You will be notified of these disclosures by your
employer or the company as required by applicable law.
Note: incidental uses and disclosures of PHI sometimes occur and are not
considered to be a violation of your rights. Incidental uses and disclosures
are by-products of otherwise permitted uses or disclosures which are limited
in nature and cannot be reasonably prevented.
SPECIAL SITUATIONS
Subject to the requirements of applicable law, we will make the following
uses and disclosures of your PHI:
Organ and Tissue Donation. If you are an organ donor, we may release
PHI to organizations that handle organ procurement or transplantation as
necessary to facilitate organ or tissue donation and transplantation.
Military and Veterans. If you are a member of the Armed Forces, we may
release PHI about you as required by military command authorities. We may
also release PHI about foreign military personnel to the appropriate foreign
military authority.
Worker’s Compensation. We may release PHI about you for programs that
provide benefits for work-related injuries or illnesses.
Public Health Activities. We may disclose PHI about you for public health
activities, including disclosures:
•
to prevent or control disease, injury or disability;
•
to report births and deaths;
•
to report child abuse or neglect;
•
to persons subject to the jurisdiction of the Food and Drug
Administration (FDA) for activities related to the quality, safety, or
effectiveness of FDA-regulated products or services and to report reactions
to medications or problems with products;
•
to notify a person who may have been exposed to a disease or
may be at risk for contracting or spreading a disease or condition;
•
to notify the appropriate government authority if we believe that
an adult patient has been the victim of abuse, neglect or domestic violence.
We will only make this disclosure if the patient agrees or when required or
authorized by law.
Health Oversight Activities. We may disclose PHI to federal or state agencies

that oversee our activities (e.g., providing health care, seeking payment,
and civil rights).
Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we
may disclose PHI subject to certain limitations.
Law Enforcement. We may release PHI if asked to do so by a law
enforcement official:
•
In response to a court order, warrant, summons or similar
process;
•
To identify or locate a suspect, fugitive, material witness, or
missing person;
•
About the victim of a crime under certain limited circumstances;
•
About a death we believe may be the result of criminal conduct;
•
About criminal conduct on our premises; or
•
In emergency circumstances, to report a crime, the location
of the crime or the victims, or the identity, description or location of the
person who committed the crime.
Coroners, Medical Examiners and Funeral Directors. We may release PHI
to a coroner or medical examiner. We may also release PHI about patients
to funeral directors as necessary to carry out their duties.
National Security and Intelligence Activities. We may release PHI about
you to authorized federal officials for intelligence, counterintelligence,
other national security activities authorized by law or to authorized federal
officials so they may provide protection to the President or foreign heads
of state.
Inmates. If you are an inmate of a correctional institution or under the
custody of a law enforcement official, we may release PHI about you to
the correctional institution or law enforcement official. This release would
be necessary (1) to provide you with health care; (2) to protect your health
and safety or the health and safety of others; or (3) for the safety and
security of the correctional institution.
Serious Threats. As permitted by applicable law and standards of ethical
conduct, we may use and disclose PHI if we, in good faith, believe that the
use or disclosure is necessary to prevent or lessen a serious and imminent
threat to the health or safety of a person or the public or is necessary for
law enforcement authorities to identify or apprehend an individual.
Note: HIV-related information, genetic information, alcohol and/or
substance abuse records, mental health records and other specially
protected health information may enjoy certain special confidentiality
protections under applicable state and federal law. Any disclosures of
these types of records will be subject to these special protections.
OTHER USES OF YOUR HEALTH INFORMATION
Certain uses and disclosures of PHI will be made only with your written
authorization, including uses and/or disclosures: (a) of psychotherapy
notes (where appropriate); (b) for marketing purposes; and (c) that
constitute a sale of PHI under the Privacy Rule. Other uses and disclosures
of PHI not covered by this notice or the laws that apply to us will be
made only with your written authorization. You have the right to revoke
that authorization at any time, provided that the revocation is in writing,
except to the extent that we already have taken action in reliance on your
authorization.
YOUR RIGHTS
You have the right to request restrictions on our uses and disclosures of
PHI for treatment, payment and health care operations. However, we are
not required to agree to your request unless the disclosure is to a health
plan in order to receive payment, the PHI pertains solely to your health
care items or services for which you have paid the bill in full, and the
disclosure is not otherwise required by law. To request a restriction, you
may make your request in writing to the Privacy Officer.
You have the right to reasonably request to receive confidential
communications of your PHI by alternative means or at alternative
locations. To make such a request, you may submit your request in writing
to the Privacy Officer.
You have the right to inspect and copy the PHI contained in our company
records, except:
•
for psychotherapy notes, (i.e., notes that have been recorded by
a mental health professional documenting counseling sessions and have
been separated from the rest of your medical record);
•
for information compiled in reasonable anticipation of, or for
use in, a civil, criminal, or administrative action or proceeding;
•
for PHI involving laboratory tests when your access is restricted
by law;
•
if you are a prison inmate, and access would jeopardize your
health, safety, security, custody, or rehabilitation or that of other inmates,
any officer, employee, or other person at the correctional institution or
person responsible for transporting you;
•
if we obtained or created PHI as part of a research study,
your access to the PHI may be restricted for as long as the research is
in progress, provided that you agreed to the temporary denial of access

when consenting to participate in the research;
•
for PHI contained in records kept by a federal agency or
contractor when your access is restricted by law; and
•
for PHI obtained from someone other than us under a promise
of confidentiality when the access requested would be reasonably likely to
reveal the source of the information.
In order to inspect or obtain a copy your PHI, you may submit your
request in writing to the Medical Records Custodian. If you request a
copy, we may charge you a fee for the costs of copying and mailing your
records, as well as other costs associated with your request.
We may also deny a request for access to PHI under certain circumstances
if there is a potential for harm to yourself or others. If we deny a request
for access for this purpose, you have the right to have our denial reviewed
in accordance with the requirements of applicable law.
4. You have the right to request an amendment to your PHI but we may
deny your request for amendment, if we determine that the PHI or record
that is the subject of the request:
•
was not created by us, unless you provide a reasonable basis
to believe that the originator of PHI is no longer available to act on the
requested amendment;
•
is not part of your medical or billing records or other records
used to make decisions about you;
•
is not available for inspection as set forth above; or
•
is accurate and complete.
In any event, any agreed upon amendment will be included as an addition
to, and not a replacement of, already existing records. In order to request
an amendment to your PHI, you must submit your request in writing to
Medical Record Custodian at our company, along with a description of the
reason for your request.
5. You have the right to receive an accounting of disclosures of PHI made
by us to individuals or entities other than to you for the six years prior to
your request, except for disclosures:
(i) to carry out treatment, payment and health care operations
as provided above;
(ii) incidental to a use or disclosure otherwise permitted or
required by applicable law;
(iii) pursuant to your written authorization;
•
to persons involved in your care or for other notification
purposes as provided by law;
•
for national security or intelligence purposes as provided by
law;
•
to correctional institutions or law enforcement officials as
provided by law;
•
as part of a limited data set as provided by law.
To request an accounting of disclosures of your PHI, you must submit
your request in writing to the Privacy Officer at our company. Your
request must state a specific time period for the accounting (e.g., the
past three months). The first accounting you request within a twelve (12)
month period will be free. For additional accountings, we may charge you
for the costs of providing the list. We will notify you of the costs involved,
and you may choose to withdraw or modify your request at that time
before any costs are incurred.
6. You have the right to receive a notification, in the event that there is
a breach of your unsecured PHI, which requires notification under the
Privacy Rule.
COMPLAINTS
If you believe that your privacy rights have been violated, you should
immediately contact the company’s Pharmacy Director. We will not take
action against you for filing a complaint. You also may file a complaint
with the Secretary of the U. S. Department of Health and Human Services,
200 Independence Ave. S.W., Washington DC, 20201.
Customer Name (Print):
____________________________________
Customer Signature:
____________________________________
Date:_______________________________
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Safe Biomedical Waste Disposal
& Hand Hygiene
HOW TO DISPOSE OF UNUSED AND/OR EXPIRED MEDICINES
Many community based drug “take back” programs offer the best solution to disposing unused and/
or expired medicines. Otherwise, almost all medicines can be thrown in the household trash with the
precautions described below:
Step 1: Remove medicine from the original container and mix them with an undesirable substance,
such as used coffee grounds, dirt, or kitty litter.
Step 2: Place the mixture in a sealable bag, empty can or other container that prevents the drug from
leaking or breaking out of the garbage bag.
Step 3: Scratch out identifying information on the prescription label to make it unidentifiable. This will
help protect your identity and the privacy of your personal health information.
For additional information about proper medication disposal, please visit our website.
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SHARPS DISPOSAL
The U.S. Food and Drug Administration recommend a two-step process for properly disposing of used
needles and other sharps. Do not reuse sharps disposal containers.
Step 1: Place all needles and other sharps in a sharps disposal container immediately after they have
been used.
Step 2: Dispose of used sharps disposal containers according to community guidelines. Sharps
container disposal vary depending on where you live. Check with your local trash removal services or
health department to find out the proper disposal method in your area:
•
•
•

Drop box or supervised collection sites
Household hazardous waste collection sites
Mail back programs

•

Residential special waste pick-up services

Note: Overfilling a sharps disposal container increases the risk of accidental needle-stick injury. When your sharps container
is about three quarters (3/4) full, follow community guidelines for proper disposal of sharps disposal container.

Be prepared when leaving home. Always carry a small, travel-sized sharps disposal container in case other
options are not available.

NEEDLE-STICK SAFETY
• Never replace the cap on needles.
• Throw away used needles immediately after use in a sharps disposal container.
• Plan for the safe handling and disposal of needles before using them.
• Report all needle stick or sharps-related injuries promptly to your physician.
If your therapy does not involve the use of needles or sharp items, you do not need a sharps container. You
should place all used supplies (e.g., syringes or tubing) in a bag you can’t see through. Put this bag inside a
second bag, and put this in your garbage with your other trash.

HAND WASHING TECHNIQUE
Hand washing is the most important method to prevent the spread of infection. Hands should be washed
with soap and water:
1.
2.
3.
4.

After bathroom use.
When visibly soiled.
Before eating, drinking and smoking.
Having any patient contact, such as body fluids, wounds, dressings, skin or mucous membranes.

Please follow the following steps when washing your hands:
1.
2.
3.
4.
5.
6.

Turn on water and adjust to comfortable warm temperature.
Wet hands and soap generously.
Work up lather and wash from front to back as well as between the fingers. Don’t forget under the fingernails and under
any rings. Scrub both hands with soap for about 20 seconds.
Rinse hands with warm running water.
Dry hands with paper towels.
Always use paper towel to turn off faucet.

Alcohol Based Hand Rubs may be used:
1.
2.

When having any contact with infectious material and there is no visible soil present.
When the facility has no soap and water for hand washing.

To decontaminate hands with Alcohol Based Hand Rubs:
1.

Apply to palm of one hand, using amount recommended by manufacturer.

2.

Rub both hands together make sure that you cover all hands and fingers, until both hands are dry.
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Assignment of Benefits
I request that payment of authorized benefits be made on my behalf to Prime Infusions for any services
furnished by the pharmacy, and I assign my right to receive these payments to Prime Infusions. I
authorize Prime Infusions to file an appeal on my behalf for any denial of payment and/or adverse benefit
determinations related to services and care provided.
I authorize Prime Infusions to release to my Health Insurance Plan such information needed to determine
these benefits or the benefits payable for related services.
I certify that the insurance information that I have provided is accurate, complete, and current.

Patient Responsibility
I acknowledge that I am responsible for all charges and services provided which are not covered by my
Health Insurance Plan or for which I am responsible for payment under my Health Insurance Plan. To the
extent no coverage exists under my Health Insurance Plan, I acknowledge that I am responsible for all
charges for services provided and agree to pay all charges not covered by insurance. I further agree that, if
permissible by law, I will reimburse Prime Infusions for all costs, expenses and attorney’s fees that may be
incurred by Prime Infusions.
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Signature (Patient or Patient’s Legal Caregiver)

Date

Print (Patient or Patient’s Legal Caregiver)

Date

Patient Satisfaction Survey
Date:___________________
Dear Patient,			
It is our desire to provide you with the best quality services available. To help us
maintain our high standards, please take a few moments to tell us how we are doing.
Please complete this form and mail it back to us. Thank you.
The medications (and equipment/supplies if applicable) were
delivered on time.

 YES

 NO

 N/A

The medications (and equipment/supplies if applicable) were
delivered / dispensed accurately.

 YES

 NO

 N/A

I was offered Pharmacist Consultation.

 YES

 NO

 N/A

Pharmacist consultations and coaching methods were effective
in educating me or my caregiver on my service /care and / or
therapy.

 YES

 NO

 N/A

Written educational materials and literature were adequate to
educate me or my caregiver on the product(s).

 YES

 NO

 N/A

The staff was professional, courteous, and helpful.

 YES

 NO

 N/A

My financial responsibilities were explained to me

 YES

 NO

 N/A

I am easily able to reach the Prime Infusions staff for advice or
help with the medications and services they provided.

 YES

 NO

 N/A

The services provided made a positive impact on the outcome of
 YES
my care and/or therapy

 NO

 N/A

I would recommend your service to my friends and family

 YES

 NO

 N/A

The services provided met my needs and expectations

 YES

 NO

 N/A

Comments (Optional):
Signature:_________________________
(Optional)
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Patient Concerns
HOW TO FILE A COMPLAINT
Prime Infusions staff strives to ensure quality products/services that are consistent with our philosophy. As
stated in your Bill of Rights and Responsibilities, you have the right to be given appropriate and professional
quality home care services without discrimination. You also have the right to voice your concerns, grievances,
or complaints about your service without being threatened, restrained or discriminated against.
If you are unhappy with our service or have concerns about safety and quality of care, we would like you to
contact our management. You may either complete this form or call us at the number listed below or visit
our website at www.PrimeInfusions.com to submit your concerns or by calling 718-443-4000.
Within 5 calendar days of receiving your concern, we will notify the beneficiary by using telephone, email,
fax or letter format that the matter is under investigation. Within 14 calendar days, the organization will
provide written notification to the beneficiary with the results of its investigation and response. If you
have reason to believe that we have violated your privacy rights, or disagree with a decision regarding
your protected health information, you have the right to file a complaint with URAC, The Accreditation
Commission for Health Care (ACHC), or the Board of Pharmacy.

•

New York State Board of Pharmacy :
-- Website: http://www.op.nysed.gov/opd/
-- Email Address: https://www.conduct@nysed.org
-- Complaint Hotline: 1-800-442-8106

•

URAC Complaint Info
-- Website: https://www.urac.org/complaint/
-- Email Address: grievances@urac.org
-- General Phone Number: (202) 216-9010 (for some reason I could not locate a complaint
number, so we can just list the general number; they seem to want complaints submitted
online or via email)

•

ACHC Complaint Info
-- Website: http://achc.org/contact/complaint-policy-process
-- For further information, you may contact ACHC toll-free at (855) 937-2242 or 919-7851214 and request the Complaints Department

Questions or Concerns:
Prime Infusions
Phone: (718) 443-4000
Fax: (718) 443-5000
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One Time Credit Card Payment

Authorization Form
SIGN AND COMPLETE THIS FORM TO AUTHORIZE PRIME INFUSIONS TO MAKE A ONETIME DEBIT TO YOUR CREDIT CARD LISTED BELOW.
By signing this form you give us permission to debit your account for the amount indicated on or after the
indicated date. This is permission for a single transaction only, and does not provide authorization for any
additional unrelated debits or credits to your account.
Please complete the information below:

I

authorize Prime Infusions to charge my credit

full name

card account indicated below for
This payment is for

Billing Address
City, State, Zip

on or after

amount

.

description of services

Phone#

address

Email

city, state, zip

							
Account Type:
Visa
MasterCard

AMEX

.

date

phone number
email

		

Discover

Cardholder Name
Account Number
Expiration Date
SIGNATURE
		

CVV2
DATE

		

I authorize the above named business to charge the credit card indicated in this authorization form according to the terms outlined above. This
payment authorization is for the goods/services described above, for the amount indicated above only, and is valid for one time use only. I certify
that I am an authorized user of this credit card and that I will not dispute the payment with my credit card company; so long as the transaction
corresponds to the terms indicated in this form.
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Recurring Payment

Authorization Form
Schedule your payment to be automatically dedicated from your bank account, or charged to your Visa,
MasterCard, American Express, or Discover Card. Just complete and sign the form below to get started.
How recurring payments work:
You authorize regularly scheduled charges to your checking account or credit card. You will be charged
the amount indicated below each billing period. A receipt for each payment will be emailed to you and
the charge will appear on your bank statement as “________” you agree that no prior –notification will be
provide unless the date or amount changes, in which case you will receive notice from us at least 10 days
prior to the payment being collected
Please complete the information below:

I

authorize Prime Infusions to charge my credit

full name

card indicated below for
date

Billing Address
City, State, Zip

any amount less than $50.00 on the

amount

of each month for payment of my medications.

Phone#

address

Email

city, state, zip

							
Account Type:
Visa
MasterCard

AMEX

phone number
email

		

Discover

Cardholder Name
Account Number
Expiration Date

SIGNATURE
		

CVV2

DATE

I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify Prime Infusions in writing of any changes
in my account information or termination of this authorization at least 15 days prior to the next billing date. If the above noted payment dates
fall on a weekend or holiday, I understand that the payments may be executed on the next business day. For ACH debits to my checking/savings
account, I understand that because these are electronic transactions, these funds may be withdrawn from my account as soon as the above
noted periodic transaction dates.
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Welcome Packet Review
Dear Patient,
In your Welcome packet you have received many important forms which provide you with much valuable
information about Prime Infusions, the care we provide, your rights and responsibilities as a patient, and
confidentiality information that protects your privacy. We ask that you retain this information for your files
and sign and date below confirming that you have received the following:
Emergency Preparedness

Pharmacy Information and Hours of Operation
Scope, Coordination, and Billing of Services
information

Patient Service Agreement/ Assignment of
Benefits
Patient Satisfaction Survey

Client Bill of Rights and Responsibilities

Patient Concerns Information

Notice of Privacy Practices
Safe Biomedical Waste Disposal and Hand
Hygiene

By signing below, I

Educational materials
CMS’ DMEPOS Supplier Standards (if applicable)

confirm that I have received and

full name

reviewed the welcome packet which encompasses the above information. Having reviewed all the
documents, I consent to the entirety of the assignment of benefits and consent that payment of
authorized benefits be made on my behalf to Prime Infusions for any services furnished by the
pharmacy, and I assign my right to receive these payments to Prime Infusions.

							
Print Name (Patient or Patient’s Legal Caregiver)

Signature (Patient or Patient’s Legal Caregiver)

date

Billing Address
City, State, Zip
Phone#

address

city, state, zip
phone number
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