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INLAND EMPIRE HEALTH PLAN PER #:

Please Print
(For IEHP Use Only)

SUPPLEMENTAL PHARMACY EXCEPTION REQUEST (PER) FORM
FOR COMPOUNDED PRESCRIPTION

FAX TO: IEHP FAX #: (909) 890-2058
Member Name: ID:
DOB:

Please list all ingredients and costs for the requested prescription.

Prescription

Ingredient Cost

Notice: This facsimile contains confidential information that is being transmitted to and is intended only for the use of the
recipient named above. Reading, disclosure, discussion, dissemination, distribution or copying of this information by anyone
other than the named recipient or his or her employees or agents is strictly prohibited. If you have received this facsimile in
error, please immediately destroy it and notify IEHP Pharmaceutical Services Department by telephone at (909) 890-2049.
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