


First Name:  ____________________________________________________   Last Name:  ____________________________________________________ 
 
Customer Number:  _____________________________________________ 

Order Form 
Fax: 1-866-517-2680

Toll Free: 1-800-891-0844

* Denotes required fields 

Step 1 - Contact Information 

Step 2 - Medical History

Existing Customer 

*First Name:  ______________________________________________ *Last Name:  ______________________________________________

*Address:  __________________________________________________________________________________________________________

*City:  ____________________________________________________ *State:  _____________________ *Zip Code:  ____________________

*Daytime Phone Number:  ___________________________________ Evening Phone Number:  ____________________________________

Email Address:  ____________________________________________ *Sex:  __ Male  __ Female *Date of Birth:  ____________ (mm/dd/yy)

Alternative Contact Name:  __________________________________ Alternative Contact Phone Number:  ___________________________

 Referred By (Name): _________________________________________ 

*Height:  ________ *Weight:  ______ lbs.

*Will you accept the medication dispensed in original manufacturers containers?  __ Yes  __ No

If "No" to original packaging is selected, the prescription medication will be re-packaged into amber pharmacy vials.

*Would you like child proof caps?  __ Yes  __ No

*Do you have any known drug allergies?   __ Yes  __ No

If yes, please enter the drug(s) you are allergic to:

________________________________________________________________________________________________________________________________

New customers are required to fill in the information below: 

(For existing customers, if you have previously ordered a prescription medication and have no modifications to your medical history, skip to Step 3)

New Customer

Please note that missing information could delay your order. Please ensure that ALL required fields are completed.
Note - An order form is required for each individual placing an order.

/        /

Do you smoke?  __ Yes  __ No

Medication Strength Reason for taking/Illness treated

*What prescription or non-prescription medications are you taking:
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