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4630 Woodland Corporate Blvd 
Tampa, FL 33614 
Phone 866-258-4326 

Fax 877-757-7964 
 

REQUEST FOR MULTI-SOURCE BRAND DRUG 
DUE TO ADVERSE EFFECTS OR INEFFECTIVENESS OF GENERIC 

 
Note to prescribing physician:  It is very important that physicians prescribe generic drugs whenever possible.  Most FDA-approved 
generics are bioequivalent and therapeutically equivalent to the brand name drug.  This request form is only to be used if your patient has 
experienced an adverse medical reaction to the generic drug or if you can document that your patient has had better medical results when 
taking the multi-source brand drug, as opposed to its generic. 

 
PATIENT INFORMATION 

Full Name:  _________________________________ 

Medicaid ID#:  _______________________________ 

Date of Birth:  _______________________________ 

SSN:  _____________________________________ 

Sex:          Female          Male 

Weight:  _____________lbs. 

PRESCRIBING PHYSICIAN 
Name:  _____________________________________ 

Address:  ___________________________________ 

                ___________________________________ 

Phone #:  ___________________________________ 

Profession/Occupation:  _______________________ 

Signature:  __________________________________ 

GENERIC PRODUCT 
(Give labeled strength & mfr/labeler, if known) 

Name:  ____________________________________ 

Manufacturer:  ______________________________ 

NDC#:  ____________________________________ 

Strength:  __________________________________ 

Dose, Frequency & Route Used: ________________ 

__________________________________________ 

Therapy Dates (if unknown, give duration) from/to (or 

best estimate):  ______________________________ 

___________________________________________ 

Diagnosis for Use (Indication):   

___________________________________________ 

___________________________________________ 

REQUESTED BRAND PRODUCT 
(Give labeled strength & mfr/labeler, if known) 

Name:  ____________________________________ 

Manufacturer:  ______________________________ 

NDC#:  ____________________________________ 

Strength:  __________________________________ 

Dose, Frequency & Route Used: ________________ 

___________________________________________ 

Diagnosis for Use (Indication):   

__________________________________________ 

__________________________________________ 

 

ADVERSE EVENT 
Describe event or problem with generic: 

___________________________________________ 

___________________________________________ 
(ATTACH ADDITIONAL INFORMATION, IF NECESSARY) 

BENEFITS OF BRAND PRODUCT 
Describe how brand drug will alleviate problem: 

___________________________________________ 

___________________________________________ 
(ATTACH ADDITIONAL INFORMATION, IF NECESSARY) 

 


