


Last Name

M1
O Female

First Name
Date of Birth
Primary Prescriber
Prescriber Phone #
Medical Record # {if applicahble)

O Male

Allergies (Check all that apply)
O Mone known O Aspirin O Codeine
O Erythromycin O Penicillin & Morphine O Sulfa

Other

Medical Conditions (Check all that apply)

0 None known O Active Ulcer O Arthritis

O Asthma O Congestive Heart Failure O Dinbetes
O High Blood Pressure O Hyperthyroid

O Hypothyroid O Kidney Disorder O Liver disorder
Other

Shipping Information

O Permanent address O Address for this order only

Address

City State Zip

Daytime Phone
E-mail Address

| Prescription Insurance Information

Insurance plan

Group name/number
Cardholder ID number
Primary cardholder name
Relationship to cardholder: O Sell O Spouse

O Child/Dependant

Insuranee phone #

(refer to back of insurance card).

Insurance customers: Please note, your preseripiions will
be filfed in accordance with youwr plan linitations. If you
have any guestions, please contact vour benefits coordinator

i Payment Information B
O Check enclosed O Money Order

O Credit card
B of o oo

Credit card number
Expiration date

Mame on card

Signature of cardholder

Generic Preference

See re.ver sitle for our generic policy.
Generics QK7

O Yes 0 Mo

Nete: Checking no may result in igher prices or copays,
Soune plansy require prescriptions o be filled using o
peneric aftemative. fn all cases, we will conform o yeur
ple’s lisiteitions.

[
=

Federal Law requires us to dispense your medication with a

child-resistant cap. If vou do NOT want to receive your
medications with child-resistant caps, please sign below,

Signed

Prescription

tems (ni

DTN 7 <
BW, refill & tra

(For fransfers) Pharmacy Prascriber Mame & Price/
Mame & Phone number Phone number Fx # Medication Name & Strength | Qty. | Copay
1
2
3
4

Price Each |Total Price

Oty.




