
 

703 Lampeter Rd 
Lancaster, PA 17602 

Phone Number: 717-291-1313 
Fax Number: 717-291-6866 

 

 
Prescription Pick-Up Authorization Form 

Dispensary Hours: Monday-Thursday 8:00 a.m. – 4:30 p.m. 
Friday 8:00 a.m. – 1:00 p.m. 

 
Patient Name: ________________________________________________ 
Date of Birth: ____________________ Phone Number: _______________________ 
 
I hereby authorize the following individual(s) to pick up prescriptions on my behalf from 
Lancaster Cancer Center, LTD: 
 
Authorized Person(s): 

Name: ___________________ Relationship: __________ Phone: ______________________ 

 Name: ___________________ Relationship: __________ Phone: _____________________ 

Name: ___________________ Relationship: __________ Phone: _____________________ 

 
Terms of Authorization 

• This authorization allows the individual(s) listed above to pick up prescriptions that 
have been prescribed for me. 

• This authorization does not permit access to my full medical record or treatment 
information. 

• I understand that Lancaster Cancer Center staff may require the authorized 
individual(s) to show valid photo identification at the time of pick-up. 

• I understand that I may revoke this authorization in writing at any time, except to the 
extent that action has already been taken in reliance on it. 

• Unless otherwise revoked, this authorization will remain valid until further notice. 
 
Patient/Legal Representative Signature: _____________________________________________ 

Printed Name: __________________________________________ Date: _____________________ 

Staff Witness (if applicable): _____________________________Date: _____________________ 

 


