
I authorize Wellgistics Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization and appeal process for this prescription and any  
future fills of the same prescription for the patient listed above. I understand that I can revoke this designation at any time by providing written notice to Wellgistics Pharmacy.

I authorize Corexa Health Pharmacy and it’s representatives to act as an agent to initiate and execute the insurance prior authorization and appeal process for this prescriptions 
and any future fills of the same prescription for the patient listed above. I understand that I can revoke this designation at any time by providing written notice Corexa Pharmacy.


