
Your First Name: Birthday:

Spouse First Name: Birthday:

Last Name:

Address: E-mail:

State: Zip:

Day Phone: Evening Phone:

Doctor's Name: Doctor's Phone:

City:

List any known ALLERGIES

Instructions:
1.) Fill-in Personal Information
2.) List any known allergies
3.) List all currently prescribed medications you are taking
4.) Circle "Yes or "No" for the medications you wish to order
5.) Complete Payment Method Information
6.) Mail completed form and Original Prescription/s

Prescription Mail Order Form 
Mail to:
RCS
1145 Highbrook Rd.  707
Akron, Ohio  44301

Questions? 1-800-758-1751

L IST ALL C URR EN T PRESC RIBED  M ED IC A TIO N S

Strength Dosage Country Ordering  Qty. Cost

1.) YES / NO

2.) YES / NO

3.) YES / NO

4.) YES / NO

5.) YES / NO

6.) YES / NO

7.) YES / NO

8.) YES / NO

9.) YES / NO

10.) YES / NO

Sub-Tot

Shipping

Total

For Office Use Only

Prescription Name

Instructions:
1.) Fill-in Personal Information
2.) List any known allergies
3.) List all currently prescribed medications you are taking
4.) Circle "Yes or "No" for the medications you wish to order
5.) Complete Payment Method Information
6.) Mail completed form and Original Prescription/s

Prescription Mail Order Form 
Mail to:
RCS
1145 Highbrook Rd.  707
Akron, Ohio  44301

Questions? 1-800-758-1751

L IST ALL C URR EN T PRESC RIBED  M ED IC A TIO N S

Form- PMO2010

L IST ALL C URR EN T PRESC RIBED  M ED IC A TIO N S


