PHARMACY INFORMATION SHEET

PATIENT NAME: DATE:
DATE OF BIRTH:

DO YOU USE A MAIL ORDER PHARMACY FOR YOUR PRIMARY PRESCRIPTION
MEDICATIONS?
YES NO

DO YOU GET A 90 DAY SUPPLY? YES NO

NAME AND ADDRESS OR MAIL ORDER SERVICE:

PHONE NUMBER OF MAIL ORDER
SERVICE:

FAX NUMBER OF MAIL ORDER
SERVICE:

DO YOU USE A LOCAL PHARMACY FOR ANY OF YOUR RESCRIPTION NEEDS?
YES NO

DO YOU GET A 90 DAY SUPPLY? YES NO

NAME AND ADDRESS OF PHARMACY:

PHARMACY PHONE NUMBER:

PHARMACY FAX NUMBER:




