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Instructions for New Prescriptions: o
For new prescriptions being submitted Vorough the mall, complete section (A) and patient information section (B).
One Patient Information seclion must be completed for sach person submitting a prescription.
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METHOD OF PAYMENT
1 Chack (Payable to Prescriplion Service Division)

(if applicable)

PRESGRIPTIONS ENCLOSED

0 :;‘ aremark Credil chggmo N“é"hber Quanﬁty of New Prescrlpllons
O Money Order or Cashler's Check .
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Ly 10 v 0 10 11ttt} Ll ] Total Quantity (New + Refill)
Credit Card Number Expiration Date

Signalure Copayment Amount Enclosed $
E PaTienT N0O.1 INFORMATION Drug Allergles

| ast Name First Name Initiel
I | I O N Y O S I l l | S T I N I I__'
Birtivday Sex [1 Male [T Checkif thisis patient's
1 Female first Carernerk order.

Pii¢sICIAN INFORMATION
Lasl Name Firsl Name Instial

I NN TN O I OO T S | l [ I I | LJ U
Physiclan’s Phane Number [IPlease, no
TR St B BT It B O child-proof caps

O None [10} O3 Codeine [87] O Sulfonamides [40]
[ Aspirin [4] OV Peniciliin [31]01 Other
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WEBSITE ADDRESS: www.rxrequest.com



