. Express Scripts New Patient Home Delivery Form .
1. Ask your doctor to write your prescription quantity for a 90-day supply.
2. Use ALL CAPITAL LETTERS in BLACK INK. Fill in the ovals as shown ([ & ]
3. To avoid delays, please Include this completed form with vour first crder.  Standard
shipping is FREE and should arrive within 14 days from the date we recelve your arder.
Fill In this owval IF vou have more than two family members, Write thelr name,
date of birth, gender, allergy and health conditions akong with doctor
information on a separate sheet of paper.

10 Card Mumbes 1041
First Mame i Date of Birth (MM/DDY YY)
Last Name

Gender i F

Some medications cannot be delivered to a PO Box.  Provide a street address to allow delivery of your arder,
Shipping Address 1

Shipping Address 2

PATIENT 1 (CARDHOLDER)

City State
Zip Code _
Check here for rush shipment. Your order, once
received and filled, will be shipped overnight for $21.
Erriail
Piease select one Daytime Phane
as vour preferred G T
tedephone number Eycring Phone
Call Phane
Dhochor/Prescriber Last Name Doctor/Presciber Phone Mumber
First Mame MI Date of Birth (MM/DDYYY)
Lask Narme
Gender M F
Erriail
Dochor/Prescriber Last Mame Doctor/Prescriber Phone Mumber
All individuals induded in the family will be charged to this credit card.
Apply to this order only Apply to all orders Amount Endased
Check Card Credit Card Check / Money Order ¥ :
Card # Exp. Date (MM, YY)

Sign here to autharize card payment X
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Patient 1 (Cardholder)

MNamae:

1 want nan-child resistant caps,
vl avaiale,

Darbe of Birth (R B0AY)

List ather Allargies Rara:

DRUG ALLERGIES

List other Health
E Conditions here:

HEALTH CONDITIO

Li=t other OTC that you take
on a regular basis:

oTC

List Medical Devices heng:

List ather Prescription Medi-
cations here:

Date of Birth is required for
patient identificatbon.

Fallure to provide complete and
accurate information may prevent
the pharmacy from detecting drug
related probiems.

Mo Known Allergies
AcetaminaphenTyleral®
Amooc|bn

Aspirin

1042

Caphalasponn (i.e., Kefier®, Cephalexin)

Codame
Enythromyoin, Bamrr®, Athroman®
NSATDS [i.e, Tbuprefen, Maproen)

Conycodone (e, CeyContin®, Peroocet™)

Peniclin
Siilta

Tatracychine (Le., Dooopoycine, Minooyckne

Mo Known Health Conditions
Arthinkis (F15.9)

Asthrna {453.9)

Chronic Bronchitis or Emphysema (498}
Drepression (311}

Diabetes Type I (250.01)

(Mabetes Type [ (ES0000)
Epilepsy/Seizures [345.9)

GERD (530,81}

Glausama [365.9)

High Cholesterol {272.9)

Hommone Replacement Therapy (627.9)
Hypartension {400.9)

Thryraid: Low (244.3)

Mo Over-the-Counter Medications
Acetaminaphan Tylenal®

Bl & leve ™ Tiatrin®
AzpiringExcadrin®

Mo Medical Devices

Medical Devices [Le, Gucose Testing
Deervice, Insufin Pumg, Mebulizer) and
specify brand name and model,

Mo Other Prescriptions

Fresonption Medications rot filled
through Express Soripts Pharmacy.

Patient 2

[ waart non-chikd resistant caps,

winen avallabde,
Date of Birth (MM/DDA YY)

List ofhver Allergies hera:

List other Health
Copditions were;

List other OTC that you take
on a regular basis:

List Medical Devices here:

List othver Prascripthosn Med|-
cations here:

FDA approved generic medications will be dispansed when allowed by youwr doctor, subject to the terms
outlined in your plan. I cestify that all the information on this form is correct. T permit Express Scripts Inc.
to refease all information on this form conceming prescription orders to my plan sponsor, administrator ar

health plan far the purpose of payment, treatment or health care operations.

Signature Reguired X
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Poslaga
Raquirad

Past Cifice will
Nt dedver
wilhoul proper
postage

@ EXPRESS SCRIPTS®

HOME DELIVERY SERVICE
PO BOX 66558
SAINT LOWIS MO 63166-6588
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