IVMed

9505 Williamsburg Plaza [0 Suite 200 [ Louisville, Kentucky 40222 [0 800-477-9633

APPLICATION FOR MEMBERSHIP

PHARMACY INFORMATION
A. Name of Facility:

Street Address:

P.O. Box:

City: State: Zip:
Telephone:

Fax phone: E-mail:

Contact Person: Title:

Purchasing Agent:

B. This pharmacy is
0 a stand alone IV Homecare Pharmacy (closed-door - no retail activity).
O within a retail Pharmacy.
O within an Institutional Pharmacy (closed-door, long term care).
O within an Institutional Pharmacy (acute care).

C. Number of certified hoods and their classification status:

PRIMARY SERVICES PERFORMED, PRODUCTS SUPPLIED FOR PATIENTS
Please check appropriate area: Average number of patients/month
Oral Pharmaceuticals to nursing home patients

Oral Pharmaceuticals to home care patients

IV Antibiotics

IV Chemotherapy

IV Hydration

IV Pain Management

IV TPN

PCA

Medical Supplies

Respiratory Supplies

Urological Products

DME

Enteral Tube Feeders

Others

I e I I A A o =

Average total number of homecare patients serviced per month:

Average total number of nursing home patients serviced per month:



lll. LICENSURE

A. Licensed in state of:

Year orginally licensed:

JCAHO accreditation:

D.E.A. number (enclose copy):

State License number (enclose copy):
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Pharmacist in charge:

IV. OWNERSHIP
A. Type of ownership:
O Proprietorship
O Partnership

0 Corporation (State of incorporation)

0 Other (please describe)

B. List all owners/corporate officers. If any owner or officer is also an owner/officer or partner in any other business
engaged in the procurement or dispensing of pharmaceuticals, the name(s) and address(es) of such other
businesses must be listed. Use extra sheets as necessary.

1. Name Title

Home Address

Home Phone ( )

Title

Other Business

2. Name Title

Home Address

Home Phone ( )

Title

Other Business

3. Name Title

Home Address

Home Phone ( )

Title

Other Business

V. WHOLESALER INFORMATION
A. Current primary wholesaler

Name

Address

City State Zip

Telephone

Contact person Title




VI.

VII.

VIII.

B. Other wholesalers used:
Name
Address
City State Zip
Telephone

Contact person Title

C. Current wholesaler purchasing based on:

0 cost plus service fee of %.

%.
D. Payment terms: O weekly O bi-weekly O Monthly

0 list less discount of

THIRD PARTY PROVIDER INFORMATION
A. What insurance companies are you a provider for?
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B. Are you a Medicare Part B provider? (yes or no)
C. Are you a Medicare Provider? Which states do you participate in?

D. Approximate percentage of total patients services who are on

Medicaid Payment: Medicare Payment: Private Insurance: Private Payment:

OTHER BUYING GROUP AFFILIATIONS:

CREDIT REFERENCES:
Bank
Wholesaler
Other

CONFIDENTIALITY

In making application to IVMed, the facility understands that merchandise procured at preferred (contract) pricing is
subject to legal restrictions regarding use. It is understood that IVMed contract prices which may be provided through
cost comparisons are confidential and may not be shared or reproduced outside the applicant’s facility without IVMed’s
written consent. Violation of this provision will disqualify the applicant from consideration for membership.

Name (Printed):
Signature
Title:
Date:

Enclosures required: Copy of pharmacy permit

Copy of DEA certificate




Additional Information:
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