Date :______________

PATIENT’S PREFERRED LOCAL PHARMACY

PHARMACY NAME: ____________________________________________________

PHARMACY ADDRESS: _________________________________________________

CITY/STATE: ______________________________________________________

PHONE/FAX # OF PHARMACY: _________________________________________

PATIENT’S MAIL-ORDER PHARMACY (if applicable)
MAIL ORDER PHARMACY NAME : ______________________________________

PHARMACY ADDRESS: _________________________________________________

CITY/STATE/ZIP: ______________________________________________________

PHONE/FAX# OF MAIL ORDER PHARMACY: ____________________________
