Refill Order Form- CanadianSuperSavePharmacy.com

Fax: 1-877-669-9891 or 1-604-598-8620

Name of Patient:____________________________________Date:__________________

Date of Birth:______________________ Phone Number:(____)____________________

Mailing Address:__________________________________________________________

City: _____________________________State:___________ Zip Code: _____________

Drug Allergies: _____________________________________________

	Medication Name
	Dosage (Strength)
	Quantity
	Price

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Subtotal: $___________

Add Shipping:      $ 13.00
Total: $____________ 

	Payment Method:
___ Visa 
___ MasterCard**

Name on Card: __________________________________________________________ 

Credit Card Number: _______________________________________ Exp: __________ 

Signature: _______________________________________ Date:__________________ 


**MasterCard may apply currency conversion charges

Patient Information:
1. Has there been any change to your health status since your last purchase?
________________________________________________________________________
________________________________________________________________________

2. Is your use of the medications you are ordering being monitored by your regular doctor in the US?

________________________________________________________________________
________________________________________________________________________
