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                      DME / Warranty  
 

PHARMACY 

 

 

Dartmouth-Hitchcock Pharmacy 
(Home Delivery)  
1000 Quality Drive 
Hooksett, NH 03106 
(603) 653-3785 
Dartmouth-Hitchcock.org 
Hours: Monday- Friday 8:00am-
4:30pm, Saturday 9:00am- 
12:00pm 

 

Dartmouth-Hitchcock Pharmacy 
at Centerra 
12 Centerra Parkway 
Lebanon, NH 
(603) 653-3785 
Dartmouth-Hitchcock.org 
Hours: 24 hours a day 
7 days a week 

 

Cheshire Medical Center Pharmacy 
580 Court Street 
Keene, NH 
(603) 653-3785 
Cheshiremed.org 
Hours: Monday- Friday 7:00am- 
6:00pm, Saturday 9:00am- 1:00pm 

 
The Dartmouth Health Retail Pharmacy Services is accredited by ACHC (Accreditation 
Commission for Health Care). This organization ensures that all patients who receive durable 
medical equipment such as diabetic strips, lancets and inhalation drugs used with a nebulizer, 
be provided with necessary information about their products such as warranty information, and 
company phone numbers in case you have any questions on the products you are receiving. 

 

In addition, they ensure that you be informed of your rights, a communication survey form is 
provided should you choose to communicate by paper. If you would like this communication 
in a different format (email, website link, phone message) please contact the pharmacy. If you 
have any question about the information in this document, please don’t hesitate to reach out to 
the pharmacy. 

We appreciate your understanding and cooperation with this paperwork. 

Respectfully, 
 

Dartmouth Health Retail Pharmacy Services 
 
 
 
 
 
 
 
 
  



   

 
Patient Rights & Privacy 

As a patient you have the right to courteous, respectful, and confidential treatment. 

Notice of Privacy Practices 

This notice describes how medical information about you may be used and shared and how you can get access 
to this information. 

A complete picture of your health is important to providing quality medical care. Dartmouth Health 
understands your medical care may be managed by both Dartmouth Health and non- Dartmouth Health 
healthcare teams. Your Dartmouth Health providers believe that timely access to all your health 
information will improve the quality of care you receive. 

As part of your care and treatment, we may transmit PHI through a health information exchange to other 
health care providers involved in your care. The New Hampshire Health Information Organization (NHHIO) 
is a New Hampshire non-profit organization that has been authorized to operate a New Hampshire statewide 
electronic health information network to share patient health information between health care providers in a 
timely, secure, and confidential manner. 

Under New Hampshire State Law, you may request that we not share your name and address or PHI 

with NHHIO or use NHHIO as one of the methods by which we electronically transmit your PHI. 

To opt out, please sign and date the Opt Out form, and return to the Dartmouth Health address on the form. 

If you wish to speak with someone, you may call (603) 650-7110 or visit one of the Dartmouth Health 
Privacy Offices locations in Lebanon, Manchester, Concord, Keene or Nashua. 

If required by law, your information will be sent via the NHHIO for Public Health reporting, regardless of your opt out 
intentions. 

 

Your Rights as a Dartmouth Health Patient 

 

We strive to preserve your rights as an individual. We also ask that you and your visitors be considerate of the 
rights of others. 

 
You, and your property, have the Right to: 

• Be treated with respect and dignity. This includes being called by the name you choose, and to feel 
safe while in the hospital. 
o Your cultural background, spiritual and personal values, beliefs, and preferences should be 

respected. 
o You and the visitors that you choose will not be discriminated against based on age, race, 
color, ethnicity, national origin, religion, culture, language, physical or mental disability, 
pregnancy, genetic information, retaliation, harassment, sexual harassment, socioeconomic status, 
sex, sexual orientation, or gender identity or expression. You will receive appropriate care without 
discrimination in accordance with a physician’s orders, if applicable. 

• Be free from mistreatment, neglect, or verbal, mental, sexual, and physical abuse, including injuries of 
unknown source, and misappropriation of client/patient property 

 



   

You have the Right to: 

• Be able to identify personnel through proper identification. 
• Have your own physician and the person of your choice notified of your admission to the hospital. 

o The person of your choice can be with you for emotional support during your hospital stay, as long 
as it does not interfere with the rights and safety of others or your agreed upon plan of care. 

• Know the names of the doctors and staff on your care team. We encourage you to ask them any 
questions you might have. 
o You should expect a reasonable response to your questions and requests for help. 
o You may choose a healthcare provider, including an attending physician, if applicable 

o You may inquire about a staff member’s job title, ask for proper identification, and speak 
with a staff member’s supervisor if requested 

• Know about your diagnosis or illness so that you can take part in the planning of your care and 
treatment, understand your options, and know how decisions will affect your health and well-being 

o You will be informed, in advance both orally and in writing, of the care being provided. 
o Be informed, in advance both orally and in writing, of the charges, including payment expected 
from third parties and any charges for which you may be responsible 
o Receive information about the products/services provided and specific limitations on those 
products/services 

o You may participate in the development and periodic revision of the plan of care 
o You may request to talk with different doctors about procedures, tests and the results, as well 
as the medical outlook for your future. 

o You may say "no" to any care, tests, or treatments, to the extent permitted by law. 
o You are encouraged to complete Advance Directives which tell your care team the care you want, 

how you want to be treated and whom you want to make decisions for you if you cannot speak for 
yourself 
o You have the right to receive information in a manner you will understand and to have the 
person of your choice involved in making decisions, as you request 

• Know about the philosophy and characteristics of the patient management program 

o You may receive information as requested regarding the patient management program. 
o You may receive administrative information regarding changes in, or termination of, the patient 

management program. 
o You may refuse care or treatment, decline participation, revoke consent, or dis-enroll at any point in time 

after the consequences of refusing care or treatment have been fully explained to you. 
o Be fully informed in advance about care/service to be provided, including the disciplines that furnish care 

and frequency of visits, as well as any modifications to the plan of care 
o Receive information about the scope of services that the organization will provide and specific limitations 

on those services 
• Minimize your pain as much as possible during your hospital stay, during a test, or during a treatment. 

o You, your family, the doctors, nurses, and other hospital staff will help you to make and understand a 
plan to manage your pain. 

o We will check with you about how you are feeling and change the plan to manage your pain as much as 
possible. 

• Be free from restraints or seclusion unless they are necessary to ensure physical safety, and if no less 
restrictive intervention is possible 

• Reasonable privacy. 



   

o You may expect to talk with your doctors, nurses, social workers, or other healthcare professionals in 
private, and know that the information you give will be shared only with those people who need it to do 
their job. 

o Your personal health information will be shared with the patient management program only, in 
accordance with State and Federal law. 

o Information contained in the patient record and Protected Health Information will be kept private and 
confidential. 

• Know the information in your medical record. 
o You may be informed on DH’s policies and procedures regarding the disclosure of medical records. 
o Your medical records are private. You may look at your records and get a copy or summary within 30 

days of our receiving your request. If we are unable to provide you with a copy or summary within 30 
days, we will produce what we can and notify you of when your health information will be ready, which 
will be within 60 days of your request. We may charge a reasonable, cost-based fee for copies of your 
record. 

o Certain conditions, such as cancer, cases of some infectious diseases, work-related contact with poisons 
or other dangerous materials, and cases of child abuse, must be reported, even without your permission. 
In some cases involving concern about the care you receive, the medical center may disclose information 
in medical records to its own lawyers and agents. 

• Receive written notice of how your health information will be used and shared in order for you to 
receive the highest quality of care. This is called our Notice of Privacy Practices and it contains patient 
rights and our legal duties regarding your health information. You may request a copy of this Notice 
from any staff member. 

• Speak with any member of your healthcare team, Patient and Family Relations (603-650-4429) or 
specially trained volunteers called Patient Voices Volunteers if you are unhappy with your care. Your 
care will not be affected in any way. 
o Voice grievances/complaints regarding treatment or care or lack of respect of property, or 

recommend changes in policy, personnel, or care/service without restraint, interference, coercion, 
discrimination, or reprisal 

o Have grievances/complaints regarding treatment or care that is (or fails to be) furnished, or lack 
of respect of property investigated 

o We will make every effort to resolve your concern. If this cannot be resolved in a timely manner 
it will become a grievance. You will receive communication as to the status of the grievance, 
including a final letter including the name of the hospital contact, steps taken for the review, 
results of the review, and the completion date. 

o If we cannot meet your needs, you can contact:  
▪ NH Department of Health and Human Services - Health Facilities 

Administration: (603)271-9499/(800)852-3345 x9499 
▪ Joint Commission (800)994-6610 
▪ Physician issues are referred to: NH Board of Medicine (603)271-1203/(800)780- 

4757 

▪ ACHC Hotline: (855)937-2242 

• Be told fully about any research study in which you are asked to take part. This discussion should 
occur before you agree to enter the study. 
o If you are under the age of 18, your parent or guardian must give permission before any tests 

or treatments can be carried out in the course of the research study. 

http://home.stage.dhsandbox.org/contact.html#first-tabs7
http://www.dhhs.nh.gov/oos/bhfa/complaint.htm
http://www.dhhs.nh.gov/oos/bhfa/complaint.htm
http://www.dhhs.nh.gov/oos/bhfa/complaint.htm
http://www.jointcommission.org/report_a_complaint.aspx
http://www.nh.gov/medicine/
https://www.achc.org/


   

o You have the right to refuse to take part in a research study. If you refuse to take part, it will 
not affect receiving treatment here in the future. 

• Understand instructions you will receive before leaving the hospital or clinic. 
o These instructions will describe how you and your family can participate in your recovery and ongoing 

health care plan once you are at home. 
• Leave the hospital, even if your doctor advises against it. You may not leave if you have certain 

infectious diseases that could affect the health of others, if you are not able to provide for your own 
health and safety or other people's safety is at risk, as defined by law. 
o You must sign a form saying the Medical Center is not responsible for any harm that comes to 

you as a result of leaving the facility. 
• Be informed of any financial benefits for DH when referred to an outside organization 

• Be informed, in advance both orally and in writing, of care being provided, of the charges, including 
payment for care/service expected from third parties and any charges for which the client/patient will 
be responsible 

• In order to reduce concerns about paying your bill, you will be told of services available to help in 
paying for your care prior to being billed. 
o You have the right to look at and receive an explanation of your bills. This information can be 

obtained through Patient Financial Services at (800) 368-4783. 
 
 

Your Responsibilities as a Patient at Dartmouth Health 

When you are a patient at Dartmouth Health, you, your family and your visitors have the 
responsibility to: 
• Be honest and give clinical information. Tell us all you know about your past and present health 

including: 
o Sharing with your pharmacist, doctor or nurse if you think you are at risk, if your health has 

changed and what medications you are taking. 
o Notifying the treating prescriber of your participation in the patient management program. 
o Notifying the patient management program of all changes in your clinical status. 
o Information about Advanced Directives (Living Will and/or Durable Power of Attorney for 

Healthcare) and who will speak for you if you are unable to speak for yourself. 
• Share all updates regarding contact information with the organization. 
• Appropriately submit all forms that are necessary for receiving services to the organization 

• Ask questions about anything you do not understand, including your treatment plan or what is 
expected of you. This includes making sure you understand the potential risks, benefits and side 
effects of your treatment. 
o Notify the organization of any concerns about the care or services provided 

• Follow the plan that is developed by you and your treatment team. 
o If you have a concern about the plan, it is your responsibility to talk about it with your doctors and 

nurses. 
• Notify the treating provider of participation in organization provided services. 
• Accept responsibility for your actions if you refuse treatment or do not follow instructions. 

o Your treatment plan may include recommendations about exercise, not smoking and eating a 
healthy diet. 

• Follow the rules and regulations of Dartmouth Health, including the no smoking policy. 

http://home.stage.dhsandbox.org/billing-charges/billing_office.html


   

• Be respectful at all times to the staff, other patients, visitors and Dartmouth Health property. 
o Maintain any DH provided equipment 

• Make a good faith effort to pay your medical bills in a timely fashion or ask for appropriate assistance. 
Reporting 

• Violations of the above rights are to be reported immediately to the Administrator or appropriate 
designee. 

• Dartmouth Health will immediately investigate all alleged violations involving anyone furnishing 
services on behalf of Dartmouth Health and will take action to prevent further potential for 
violations while the alleged violation is being verified. 

• Investigations and/or documentation of all alleged violations are conducted in accordance with 
established policies and procedures. 

• Dartmouth Health will take appropriate corrective action in accordance with state law if the alleged 
violation is verified by the Dartmouth Health administration or an outside body having jurisdiction. 

• Dartmouth Health will report verified violations to the accrediting, state, and local bodies having 
jurisdiction within five working days of becoming aware of the verified violation, unless state 
regulations require a more stringent timeline for reporting any such violations. 

 
 
 

Every product sold or rented by our company carries a 1-year manufacturer’s warranty. Dartmouth Health Retail 

and Specialty Pharmacy Services will notify all Medicare beneficiaries of the warranty coverage, and we will 
honor all warranties under applicable law. Dartmouth Health Retail and Specialty Pharmacy Services will repair 
or replace, free of charge, Medicare-covered equipment that is under warranty. In addition, an owner’s manual 

with warranty information will be provided to beneficiaries for all durable medical equipment where this is 
available. 

 
 
 
 
 
 

EMERGENCY PLAN 

Should Dartmouth Health Retail Pharmacy Services be unable to provide my DME supplies or prescriptions Price 
Chopper Pharmacy on Route 12A West Lebanon, NH: (603) 298-9670, Price Chopper on 370 Miracle Mile, Lebanon, 
NH: (603) 448-3970 and CVS on 268 West St, Keene, NH: (603) 357-2840 can provide services. 

 
 
 

Please reach out directly to the pharmacy regarding a missed dose, treatment, or delivery. 
D-H Retail and Specialty Pharmacy Services: (603) 653-3785 

For any feedback, grievances, or complaints contact the pharmacist in charge or manager, using the phone number above or via 
email at Retail-PharmacyMgrs@hitchcock.org. All complaints and grievances are investigated by management and brought to the 

best possible resolution within five business days. Medicare beneficiaries will also be provided with written results of the 
investigation and response within 14 calendar days.   

 
 
 
 
 
 
 
 

mailto:Op-PharmacyMgrs@hitchcock.org


   

 
 
 
 
 

 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For any additional manufacturer information please 
contact them using the information below 

 
 

Accu-Chek Products: 

(800) 363-7949 
www.Accu-Chek.com 

 
Contour Products: 

Ascensia Diabetes Care 
(800) 348-8100 

www.ascensiadiabetes.com 
 

Dexcom Products: 

(888) 738-3646 
www.dexcom.com 

 
Freestyle Products: 

(855) 632-8658 
www.myfreestyle.com 

 
One Touch Products: 

(800) 524-7226 
www.onetouch.com 

 
True Metrix/Plus Products: 

Trivia 
(800) 803-6025 

www.triviahealth.com 
 

Precision Products: 

(800) 258-7677 
www.abbottdiabetescare.com 

 
Leader Products: 

(866) 326-1313 
www.myleader.com 

 

Mail Order State Board of Pharmacy Hotline 

Arizona: (602) 771-2727 

California: (916) 518-3100 

Colorado: (303) 894-7800 

Connecticut: (860) 713-6070 

Florida: (850) 245-4474 

Georgia: (404) 651-8000 

Idaho: (208) 334-2356 

Illinois: (800) 560-6420 

Indiana: (317) 234-2064 

Massachusetts: (617) 973-0800 

Maine: (207) 624-8620 

New Hampshire: (603) 271-2350 

New Jersey: (973) 504-6450 

New York: (518) 474-3817 

North Carolina: (919) 246-1050 

Ohio: (614) 466-4163 

Oregon: (971) 673-0001 

Pennsylvania: (717) 783-7156 

Rhode Island: (401) 222-5960 

South Dakota: (605) 362-2737 

Texas: (512) 305-8000 

Utah: (801) 503-6511 

Vermont: (802) 828-3333 

Virginia: (804) 367-4456  

Washington: (360) 236-4946 

 
If your complaint is not resolved appropriately by the pharmacy, you may contact: 

The NH Board of Pharmacy: (603) 271-2350 (extension 2)  
ACHC Hotline Number: (855) 937-2242 

CMS ASETT Helpdesk Number: (703) 951-6810 
Home Delivery Service State Board of Pharmacy Hotline (see below) 

 
 
 

http://www.accu-chek.com/


   

  
                                 PHARMACY 

 
PERCEPTION OF CARE/SATISFACTION SURVEY 

At the DH Retail, Specialty, and Home Delivery Pharmacies, we strive for excellent customer service and take your 

feedback seriously.  Completion of this survey will help us improve our services. 

 
 
 
 
 

1. Did the home equipment/supplies arrive in good 
working order and with a clean and neat appearance? 

 
2. Did the instruction you received in the use and care of 

your equipment allow you to comfortably use your 
equipment/supplies? 

 
3. Were you informed about your rights and 

responsibilities? 
 

4. Were you informed about the grievance/complaint 
process and the 24-hour state hotline? 

 
5. Have all questions regarding payment or billing been 

handled to your satisfaction? 
 

6. Did your medical equipment and/or supplies perform 
as expected? 

 
7. Has our customer service staff helped you in a timely, 

courteous fashion? 
 

8. Has our customer service staff resolved your 
concerns? 

Comments:_______________________________________________________________________________________ 
________________________________________________________________________________________________
________________________________________________________________________________________________ 

We appreciate your time in completing this survey. You may also fill out the survey online at: go.d-h.org/dme 

Name: ________________________________   Date: ______________   Phone: ______________________________ 

If you would like to contact management directly, please feel free to email: Retail-PharmacyMgrs@hitchcock.org 

Very 

Satisfied 

Somewhat 

Satisfied 

Not 

Satisfied 

Not 

applicable 

□  □  □  □  

□  □  □  □  

□  □  □  □  

□  □  □  □  

□  □  □  □  

□  □  □  □  

□  □  □  □  

□  □  □  □  

mailto:Retail-PharmacyMgrs@hitchcock.org

