
Pleaseprint.
FirstName MILastName

Doctor’sName

NumberofPrescriptions

Confidential Patient Profile
Please complete and return with your prescription order.

Pleasecheckallthatapply.

 Ampicillin Aspirin Cephalosporins Codeine Sulfa

 Erythromycin Penicillin Tetracyclines None

Pleasespecifyanyotherdrugallergiesnotlisted:

Drug Allergies

Doctor’sPhoneNumber

Gender

F M

DateofBirth Allprescriptionssubmittedwillbefilled
unlessotherwisespecified.Ifyouhave
specialinstructions,i.e.prescriptions
youdon’twantfilledorifyourequire
brand-nameforspecificmedications,
pleasespecifyintheareabelow.

IDNumber

DaytimePhone# E-mailAddress

ShippingAddress

City State ZIP

CheckorMoneyOrder(PayabletoPrescriptionSolutions)

CreditCard(selectone):VisaMasterCardDiscoverAmericanExpress
CreditCardNumber Expiration(month/year)

/
Icertifytheinformationonthisformiscorrect.Iassumefinancialresponsibilityforthesecharges.
Paymentinexcessofamountsduewillbeappliedtomyaccount.Ifmethodofpaymentisnot
indicated,IauthorizePrescriptionSolutionstoapplythechargestomycreditcardonfile.

CardholderNameCardholderSignatureDate

Prescription Solutions Mail Service Pharmacy  
Prescription Order Form

1256_PDPT_MAPD_OF (02/07)

Foridentificationaccuracy,pleasewrite
yourdateofbirthoneachprescription.

➢ Send via U.S. Mail to:  Prescription Solutions, P.O. Box 509075, San Diego, CA 92150-9075
Be sure to include this order form and your original prescription(s). Please call 1-877-889-6474 with any questions. 

Visit our Web site at www.rxsolutions.com


