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© 1. Askyour doctor to write your prescription quantity for a 90-day supply. %.
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3. To avoid delays, please include this completed form with your first order. Standard shipping
is FREE and should arrive within 14 days from the date we receive your order.
<> Hill in the oval if you have more than two family members. Write their name,
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for all future prescriptions. Failure to provide complete and for all future prescriptions.
accurate information may prevent

pmst.

Date of Birth (MM/DD/YYYY)

Rl rsstie I TR e e

1 Pate of Birth (MM/DD/YYYY)

[y

P

FDA approved generic medications will be dispensed when allowed by your doctor, subject to the terms
outlined in your plan. I certify that all the information on this form is correct. I permit Express Scripts Inc. to
release all information on this form concerning prescription orders to my plan sponsor, administrator or health
plan for the purpose of payment, treatment, or health care operations.
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3 PENNSYLVANIA LAW PERMITS PHARMACISTS TO SUBSTITUTE A LESS EXPENSIVE GENERICALLY EQUIVALENT DRUG

: FOR ABRAND NAME DRUG UNLESS YOU OR YOUR PHYSICIAN DIRECT OTHERWISE.

l <2 1 DO NOT WANT A LESS EXPENSIVE BRAND OR GENERIC DRUG PRODUCT, | UNDERSTAND THAT BY SELECTING THIS

] STATEMENT, | MAY INCUR ADDITIONAL COSTS ACCORDING TO THE GUIBELINES OF MY PRESCRIPTION PLAN. WRITE

7 ‘BRAND ONLY' ON THE BACK OF ANY PRESCRIPTION YOU WANT TO RECEIVE AS A BRAND MEDICATION. .
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EXPRESS SCRIPTS®

HOME DELIVERY SERVICE

PO BOX 866
Bensalem, PA 19020-0866
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