
Instructions: Form to be completed by physician/provider and faxed to WCMS Project Access®.

DOB___________________   Phone Number ________________________

Diagnoses_______________________________________________________________________

2. Provider Information: Signature__________________________________________ MD/DO/PA/NP

Printed Name_________________________________________________________________________

Practice Name_____________________________________  Phone_______________________

Office Contact Name________________________________  Fax_______________________

Sona Pharmacy + Clinic 
805 Fairview Road, Asheville, NC 28803 

Phone: (828)-298-3636   
Fax: (828)-298-8190 

Please print clearly with no abbreviations. 
Services Medication/DME List 

Medications/Compounding 

DME 

Over the Counter  
Medications/Supplements 

Cancer Program Patient Referral Form (Current Project Access Patients Only)

Fax to: (828) 274-1825 

Sona Pharmacy + Clinic offers the following services. Please be aware that DME equipment is not available on-site, but 
can be delivered the next business day. Sona will also deliver products free of charge to all patients within a 45 minute 

radius of Asheville or Hendersonville.

1. Patient Information:  Name ________________________________________________________

As the patient’s provider, you agree to see them free of charge.

This form is only for patients who are enrolled in Project Access®, needing to access services through 
our Cancer Program. Please completely fill out the Patient Referral Form and write legibly.




