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(RETURN THIS PORTION) PLEASE COMPLETE THE OTHER SIDE
4 DETACH RETURN ENVELOPE ALONG THIS PERFORATION 4
ENCLOSE IN THE ENVELOPE @ MOISTEN AND FOLD FLAP
THE ITEMS LISTED BELOW TO SEAL

COMPLETE BOTH SIDES OF
FORM. SECTIONS 1-5
[(J Your check or money order payable to: Express Scripts

SLIDE FINGER UNDER GLUE
SPOTS AT ENVELOPE OPENING
(] Your refill slip(s) [ Your coinsurance/copayment (if required) for each prescription
[] Insert completed top portion (Section 1-5)

1 Your new prescription(s)
[ Your credit card number and expiration date if paying by credit card.
EXPRESS SCRIPTS®
y WWW.express-scripts.com
Questions & Answers

i ) C quest @ . new
on the -prescription for the maximum days supply allowed

y the prescription plan’ and mail . it “fo: Express
cripts, Attn: Mail * Pharmacy, Box 52123,

and ~qﬁantiiies '
S Mail
Phoenix, AZ 85072-2123.

24 hours
® 24 hour touch-tone

service available for
refills or to check
status on refills

¢ MC, VISA, DISCOVER

prescriptions clear?
If the doctor writes "As directed,” this could delay

your order. ~
Does the patient’s condition require long term

therapy? -~ .
If so, ask the doctor to write the prescription for
the maximum quantity allowed by the Frescription
or generic
/

plan. Make sure the doctor allows
substitution as this maximizes your healthcare

and American Express

accepted. J dollar!
-

PLEASE ALLOW 2 WEEKS FOR DELIVERY

o
For Refills Call
24 Hour, Touch-Tone Service:
1-800-295-2956




PLEASE PRINT and COMPLETE BOTH SIDES

w To order: Enclose your original written prescription(s). If you are already taking a medication, call your doctor's
office and request a-new prescription for.the maximum -days supply allowed: by your health plan. IMPORTANT T0 AVOID DELAY

- PLEASE ENCLOSE CHECK, MONEY ORDER OR CREDIT CARD.NUMBER FOR PROCESSING.
m Complete this section mdlcatmg how you. wish to pay for your medlcatlon Please do not send cash.

Charge this and a future
D orders: to thls credi card :

Special Handling Required:

Non-Child-Resistant Containers

Please sign below if you want prescriptions for you or your eligibie
dependents dispensed in non-child-resistant containers.

S
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L Signature Required

you wish to resume receiving child-resistant
ontainers, please check box.

| certify that all information on this form is correct. | permit Express
Scripts to release all information to plan sponsor, administrator or
und I’W

Signature Required

I request this and all future orders be shipped "signature required".
| understand there will be an extra charge for this service.
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