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PATIENT PROFILE FORMFor your safety, we maintain a Patient Profi le Record, so please complete and return with fi rst order.

  Male                 Female

Employer 

Cardholder Name (Please Print)

Shipping Address
 Dr.’s Name 

Describe cardholder’s condition of allergies, chronic diseases 
or sensitivity to drugs.

I certify the information on this form is correct, and authorize release of all information to Plan 
Administrator.

Cardholder ID #

Group #  Cardholder’s Signature     Date

First Middle Initial Last

 Street Apt 

 City State 

  Check here if none
List all eligible

dependents on form below


Date of Birth

Dr.’s Phone

Dr.’s Fax

Daytime Phone

Alternative Phone

PLEASE FILL OUT THIS SIDE OF CARD COMPLETELY

Patient’s

List eligible dependents below.

NAME RELATIONSHIP DATE OF BIRTH SEX
Patient’s
ALLERGY/SENSITIVITY/CHRONIC DISEASES DR.’S NAME/PH/FAX
Patient’s
NAME RELATIONSHIP DATE OF BIRTH SEX
Patient’s
ALLERGY/SENSITIVITY/CHRONIC DISEASES DR.’S NAME/PH/FAX
Patient’s
NAME RELATIONSHIP DATE OF BIRTH SEX
Patient’s
ALLERGY/SENSITIVITY/CHRONIC DISEASES DR.’S NAME/PH/FAX

If there are no allergies, chronic diseases or drug sensitivity, please check “none”:
Mail To: PRESCRIPTION MART  P. O. BOX 12607  BEAUMONT, TX 77726-2607

NONE
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CERTIFICATION STATEMENT
IMPORTANT: I certify that the patient information entered on this form is correct and that the patient named is eligible for benefi ts under the Pre-
scription Drug Program. I hereby assign to the provider pharmacy any payment due pursuant to this transaction and authorize payment directly to 
the provider pharmacy. I also authorize release of all information pertaining to the claim to the plan administrator, underwriter, sponsor, policyholder 
and employer. I have read the CERTIFICATION STATEMENT and hereby certify to and accept the terms thereof.

HOW TO ORDER YOUR PRESCRIPTIONS

1. Complete the request form above. Answer all the questions and include the cardholder ID number.

2. Enclose the Prescription Request Form with every order and enclose your doctor’s original prescription for each new order. Return to Pre-
scription Mart in the envelope supplied. Make your check or money order payable to Prescription Mart. When using a credit card, please include 
your card number, expiration date, and credit card holder’s name as it appears on the card.

3. If you are ordering an authorized refi ll of a prescription in our fi le, list the Rx number(s) and the medication name from your label here.

X

REFILL REQUEST FORM

PRESCRIPTION REQUEST FORM MAIL SERVICE PRESCRIPTION DRUG PROGRAM
c/o Prescription Mart 

 P.O.Box 12607 • Beaumont, TX  77726-2607
www.presmartinc.com

Cardholder Name (Please Print)

Shipping Address 
First  Middle Initial  Last

   Check here if using new address

    Please check if you DO NOT want generic           

   
medications. (Refusal of generics may impact  

    your copay.) 

   
Check here for easy open caps

                  Street    Apt #

City                                                                   State    Zip

Daytime Phone         Email Address  

Payment Amount $





  Apply credit balance to this order

  Son ___________________
  Daughter _______________

Date of Birth
Date of Birth
Date of Birth
Date of Birth

  Check Enclosed
  Please charge my credit card #   __________________________________
Name as it appears on card _________________________________________
  Visa     Master Card       Discover      Exp. Date  ___________________
I have read the CERTIFICATION STATEMENT. 
I hereby certify to and accept the terms thereof.

Cardholder’s Signature X       Date

  Employee ______________
  Spouse _________________

Prescriptions for (check boxes) below. Fill in name & date
of birth for dependents.





 Cardholder’s ID # ________________________

Total number of RX’s requested ________


