
 
2955 CORPORATE LAKES BLVD, SUITE 400 

WESTON, FLORIDA 33331 
                                                                                 (800) 246-1169      Fax:  (800) 296-1836 

 
    

 

NEW PRESCRIPTION ORDER 
 

 
Name: ____________________________   Sex:  M     F       DOB: _______________________ 
 
Address: __________________________   Insurance: _________________________________ 
 
Address: __________________________   Insurance ID: _______________________________ 
 
City, State, & Zip: ___________________   Doctor: ____________________________________ 
 
Phone: ____________________________   Phone: ________________  Fax: _______________ 
 
 

                                           

  

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 

 
Drug/Strength: __________________________ 
 
 
Sig: ___________________________________ 
 
 
Qty: _______________  Refills: _____________ 
 
 

                          PRN 
 

 

 
Drug/Strength: ___________________________ 
 
 
Sig: ___________________________________ 
 
 
Qty: _________________  Refills: ___________ 
 
 

                             PRN 
 

 

 
Drug/Strength: __________________________ 
 
 
Sig: ___________________________________ 
 
 
Qty: ________________  Refills: ____________ 
 

                            PRN 
 

 

 
_________________________________________________________________________________ 
DOCTOR’S NAME    SIGNATURE        DEA NUMBER 
 
____________________________________  _________________________________ 
 MEDICAID NUMBER  STATE LICENSE NUMBER

 
Drug/Strength: __________________________ 
 
 
Sig: ___________________________________ 
 
 
Qty: _________________  Refills: ___________ 
 

                             PRN 
 

 


