Canadian Medicine Order Form 
(Prescriptions must be faxed along with this form)

Fax to: 1-877-669-9891 or 1-604-598-8620
Patient Information:

Name of Patient: ____________________________  Phone: (______)_______________

Date of Birth:_____________________________  Email: _________________________

Mailing Address:__________________________________________________________

City: ________________________State:______________  Zip Code: _______________  

Doctor’s Name:___________________ Doctor’s Phone Number: (_____)____________

Drug Allergies: ___________________________________________________________

	Medication Name
	Dosage (strength)
	Quantity
	Price

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	









Subtotal
      ____________









Shipping                   $13.00


                                                                   
Total
 
     

_____

Payment Method: Fill in Information below 

Payment Method: 
 _____ MasterCard*    _____ Visa    
Name on Card: ________________________________________________________

Credit Card Number: ____________________________________ Exp: _________

Signature: ____________________________________Date: ___________________

* MasterCard may apply currency conversion charges.
