*Famil ym eds ri-l’ ORDER FORM

i Fhavnncy Please Print Clearly
Arrow Pharmacy, 461 Cooke Street, Farmington, CT 06032
Toll-Free Phone 888-787-2800 Toll-Free Fax 877-471-6008

(Important! See reverse side for complete instructions and policies -
order processing will be affected if this form is not filled owt completely)

L PATIENT INFORMATION HIL INSURANCE INFORMATION

Last Name Cardholder Name

First Name — M.Initial | Employer Name

Date of Birth Male . Female — | Cardholder 1D # i

Safety Caps: O Yes O No Group #

Home Address i [nsurance Name

City State Zip Insurance Phone

Shipping Address (if different): Relationship: 0 self 0 spouse Thchild O student 03 other

L A IY. PAYMENT OP [ION/SHIPPING INFORMATION

Sy State g O Credit Card: O American Express 0 MasterCard

f-lum:f Phone Work Phone CF Thaicicer J Visa

o e Mame listed on card:

1L HEALTH INFORMATION Credit Card # Exp e

* Allergies M Yes 03 No If yes, please list Signature T | g e e ey e e
_—— | O Check #_ amount included: §

e — —_— O MoneyOrder#_ amount included: %

* Medical Condﬂmm 3 Yes ."'l Mo If yes, please list;

V. BRAND / GENERIC CHOICE
This Connecticut Pharmacy may be able to substitute a less expensive
- drug product which is therapeutically equivalent to the one prescribed
by your doctor unless you do not approve.

O Check here, if you do not wish a less expensive product
or generic drug

YL PRESCRIFTION INFORMATION

IMPORTANT: please read instructions on reverse side before completing this section as it may affect the processing time of your order!

O 1 am enclosing original prescriptions written by my physician for the medications listed below (Complete A)

3 Please have a pharmacist contact my physician (Complete A, B & C) (Please allow addinional processing time for Familymeds to
contact your physician.)

71 choose to REFILL* the medications that I have received from Familymeds previously using this form (Complete D)*

* Save time! See Refill Options on the reverse side!

A, Medication Name, Strength, Quantity | B. Doctor’s Name C. Doctor"s Phone # D. REFILLS {Familymeds refill #)
T.
7 SR
3.
4.
T —
[
7.
B
9 & e
1.
Wﬂ Internal wse only
T 1 certify that the information on this form is correct, and authorize release of information O gtentinfo O insusiceiofo O oisfo

: . g : R i 3 i 01 name O type O hard copies
regarding my medical and prescription drug history to Familymeds Mail Service Prescription Program. | g . O id# O md name

a " O address 0 group O md phone &
Date_________. Signature —— O relationship
(Signature of parent, guardian or cardholder (if patient is a minor)







