


Physician Information and Medical History

Primary Care Doctor: ___________________________

Physician's Phone #:____________________________

Mail Service Request Form
This form is used to order refills or new prescriptions. Please mail this form 
14 days in advance before your medication runs out and enclose the 
appropriate copayment amount.

Patient Information

Name: D.O.B.: _ _ / _ _ /_ _ _ _

Billing Address:                           Sex:     M      F

City, State, Zip:

Phone# Day:                                                Evening:                                                E-Mail:

Cardholder ID #:                                                                  Rx Group #:

      Check here if this is a change of address.      

     Will this be a temporary address change?      YES      NO

      

How to Order Refills
By Mail: Complete the Patient Information, Payment 
Method, and Order Refill sections and mail to Maxor 
Pharmacies Mail Service.

By Phone: Call toll free 1-800-687-8629 or (806) 
324-5500 and use our automated system to enter 
the Rx number printed on your prescription label, or 
speak to a customer service representative during 
normal business hours.

By Internet: www.maxor.com

For Office Use:

 NP     CC_______  CK#_______  Amt_______

ENCLOSE CORRECT 
CO-PAY PER PRESCRIPTION

Please call if assistance is needed with 

calculating co-payment amounts.

Order Refill Prescriptions Here:
Rx Number Name of Medication  Strength Doctor's Name   Co-payment

Reminder: You will always be charged the

mail order co-pay when you send or transfer

a prescription to the mail order pharmacy.  

To maximize your savings, ask your doctor

for a 90 day supply with refills up to one year.

Payment Method:
check/money order

VISA      MasterCard      Discover

American Express

       Credit Card #: _ _ _ _ / _ _ _ _ / _ _ _ _ / _ _ _ _

                            Exp. Date _ _ / _ _

       
 Billing Address:     

Same as shipping address

________________________________

________________________________

________________________________

Street

City, State, Zip

Phone

 Name as it appears on card:

__________________________________
 Signature:

__________________________________

Check to decline keeping credit card
information on file at the pharmacy

None

Sulfa

Penicillin

Codeine

Aspirin

Other ____________

Drug Allergies:

Generic Medication Information

Yes, I authorize Maxor Pharmacy to dispense a
lower-cost generic medication when one is available.

No, I do not authorize Maxor Pharmacy to dispense
a lower-cost generic medication and understand
that refusal of generic medication will impact my
co-payment.


