
 

Y0050_18_5040_46_LRCVSMailProg 

CVS/caremark™ Mail Service Pharmacy Program 
User Guide 

Molina Medicare Options Plus HMO SNP 

 

Getting  started is easy! 

If you need your prescription filled right away, ask your doctor to write two prescriptions for 

your long-term drugs: 

 The first, for a short-term supply (e.g., 30 days) to be filled right away at a network retail 

drugstore. 

 The second, for the max days’ supply allowed (up to a 90-day supply) with as many as three 

refills (if appropriate) to be mailed to CVS/caremark. 

 Members with a Low Income Subsidy (LIS) can get 3 months of tier 1,2,3, or 4 mail service 

or retail prescription drugs for the price of 1. 
 

Ask your doctor about getting a prescription for 90-days. 

Whether you use the CVS/caremark Mail Service Pharmacy Program or purchase your long-term 

drugs at a network retail drugstore talk to your doctor today about getting a prescription for 90 

days to save you money! 

 

Mail service order options. 

If you take one or more long-term drugs, you may save time and money with mail service and 

have them shipped to your home. 

 

This means fewer trips to the drugstore and the gas pump. 

 

Choose from 4 ways to order. 

 Option 1 – Mail – Complete and mail the CVS/Caremark Mail Service Order Form. Mail the 

form and payment to the address printed on the form.  For new orders, don’t forget to include 

your prescription. 

You can pay online from: your checking account, using Bill Me Later®, or a credit card.  Or 

you can mail a check or money order.  If you mail in a payment, do not send cash. 

 

 Option 2 – Online – Go to www.caremark.com  and sign in or register by clicking on 

register now.  Then under the prescriptions drop down menu select “start mail service” and 

http://www.caremark.com/


follow either the online steps, or, feel free to complete the mail service order form and mail 

to CVS/caremark.  The mailing address is printed on the form. 

 

 Option 3 – Phone – Call CVS/caremark toll-free at (866) 467-5551, TTY 711, 24/7.  

Provide your Member number (found on your Plan ID card), your prescription name(s), your 

doctor’s name and phone number, and your mailing address.  You can even use the toll-free 

number above to order refills 24/7. 

 

 Option 4 – Doctor – Give your doctor’s office the CVS/caremark number, (866) 467-5551,  

TTY 711, and ask your doctor to call, fax, or ePrescribe your prescription 24/7.  To speed up 

the process, your doctor will need your Member number (found on your Plan ID card), your 

date of birth, and your mailing address. 

 

That’s it!  Once CVS/caremark receives your order and payment (if required) it should take 

about 10 days for you to receive your order. 

 

Find out how easy it is to have prescriptions shipped to your home.  You can even order refills 

24/7 by calling (866) 467-5551, TTY 711.  If your order does not arrive in about 10 days please 

call CVS/caremark at (866) 467-5551, TTY 711, 24/7. 

 

Refill prompts. 

When using the CVS/caremark Mail Service Pharmacy Program, you can choose to receive a 

call, eMail, or text message advising the date you can have your prescription(s) refilled. 

If you request a refill too soon alert, CVS/caremark will let you know when you can request a 

refill. 

 
Need help or have questions? 
 
If you need help with any formulary-related issue or simply have questions about your drug 

benefit, please call our Pharmacy Call Center at  (888) 665-1328, TTY 711, 7 Days a Week 8 

a.m. – 8 p.m., local time. 

 

 

Molina Medicare Options Plus 

 

Molina Medicare Options Plus HMO SNP is a Health Plan with a Medicare Contract and a 

contract with the state Medicaid program.  Enrollment in Molina Medicare Options Plus depends 

on contract renewal. 

 

This information is available in other formats, such as Braille, large print, and audio. 

 



This information is not a complete description of benefits.  Contact the plan for more 

information.  Limitations, copayments, and restrictions may apply.  Benefits, premiums and/or 

co-payments/co-insurance may change on January 1 of each year. 

 

The Formulary, pharmacy network, and/or provider network may change at any time. You will 

receive notice when necessary. 

 



 

Mail Service Order Form   

Mail this form to: 

Number of New prescriptions: 

Number of Refill prescriptions: 

New Prescriptions - Mail your new prescriptions with this form. 

Refills - Order by Web, phone, or write in Rx number(s) below. 

A Shipping Address. To ship to an address different from the one printed above, enter the changes here. 

B Refills. To order mail service refills, enter your prescription number(s) here. 

Apt./Suite # 

City State ZIP Code 

Daytime Phone #: Evening Phone #: 

Last Name First Name MI Suffix (JR, SR) 

1) 2)  3) 4)  

5) 6) 7)  8) 

Prescription Plan Sponsor or Company Name 

Member ID # (if not shown or if different from above) 

Street Address 

Instructions: 
Please use blue or black ink and print in capital letters. Fill in both sides of this form. 

Use shipping address
for this order only. 

CVS Caremark wants to provide you with high quality medicines at the best possible price. In order to do
this, we will substitute equivalent generic medicines for brand name medicines whenever possible. If you
do not want us to substitute generics, please provide specifi c instructions, including drug names, in the
“Special Instructions” section of this form. 

TO RECEIVE YOUR ORDER SOONER request refills or new prescriptions online at www.caremark.com 
or call the toll-free number on your member ID card. 

CVS Caremark 
PO BOX 94467 
PALATINE, IL 60094-4467 

SSTVVTUUVSUUVVTUSUUUUVVUVTTVTTTSSSVUVVSSTVTSVSTUUUSTUUVSUUSTVUSST� 

We may package all of these prescriptions together unless you tell us not to.    
All claims for prescriptions submitted to CVS Caremark Mail Service Pharmacy using this form   
will be submitted to your prescription benefi t plan for payment. If you do not want them submitted   
to your plan, do not use this form. You may call Customer Care to make alternate arrangements   
for submission of your order and payment.    
©2016 CVS Caremark. All rights reserved. P13-N 



 

 

 

 

 

 

C Tell us about the people ordering prescriptions. If there are more than two people, please complete another form. 

Spanish forms and labelsFirst person with a refill or new prescription. 

Gender:  M 

Last Name First Name MI 

Date of birth:


MM-DD-YYYY



Suffix
(JR,SR)


 

 

F 
E-mail address: Date new prescription written:  

Doctor’s last name Doctor’s first name Doctor’s phone # 
Tell us about new health information for 1st person if never provided or if changed. 
Allergies: None Aspirin Cephalosporin Codeine Erythromycin Peanuts Penicillin 

Sulfa Other: 
Medical conditions: Arthritis Asthma Diabetes Acid reflux Glaucoma Heart problem 

High blood pressure High cholesterol Migraine Osteoporosis Prostate issues Thyroid 
Other: 

Gender: M 

Second person with a refill or new prescription. Spanish forms and labels 
Last Name First Name MI 

Date of birth:

MM-DD-YYYY







Suffix


(JR,SR)
 

F 
E-mail address: Date new prescription written: 

Doctor’s last name Doctor’s first name Doctor’s phone # 

Other: 

Tell us about new health information for 2nd person if never provided or if changed. 
Allergies: None Aspirin Peanuts 

Sulfa Other: 
Cephalosporin Codeine Erythromycin Penicillin 

Medical conditions: Arthritis Asthma Diabetes Acid reflux Glaucoma 
High blood pressure High cholesterol Migraine 

Heart problem 
Osteoporosis Prostate issues Thyroid 

D Special instructions: 

E How would you like to pay for this order?  (If your copay is $0, you do not need to provide payment information.) 


Electronic check. Pay from your bank account. (You must first register online or call Customer Care.) 


Credit or debit card. (VISA®, MasterCard®, Discover®, or American Express®) 
Use your card on file.


Use a new card or update your card’s expiration date.



Exp.Date 
MMYY 

Check or money order. Amount: $ . 
• Make check or money order payable to CVS Caremark. 
• Write your prescription benefi t ID number on your 
 check or money order. 
• If your check is returned, we will charge you up to $40. 
Payment for Balance Due and Future Orders: If you choose
electronic check or a credit or debit card, we will use it to pay
for any balance due and for future orders unless you provide
another form of payment. 

Fill in this oval if you DO NOT want us to use this payment 
method for future orders. 

Credit card holder signature/Date 
Regular delivery is free and takes up to 5
days after your order is processed.
If you want faster delivery, choose: 

2nd business day ($17) Faster delivery
can only be

sent to a 
Next business day ($23) street address,

not a PO Box 
Expected processing time from receipt of this form: 
•  Refills: 1-2 days
•  New/renewed prescriptions: Within 5 days unless additional

information is needed from your doctor

(Charges subject to change)


MOF WEB 0316 MTP 



 

 

 

 

  

 

      

     

  

  

 

    

  

  

  

     

  

  

   

  

   

 

  

  

  

   

 

 

 

  

 

 

 

 

  

    
 

	 
	 

	 
	 
	 

Molina Healthcare (Molina) complies with all Federal civil rights laws that relate to healthcare 

services. Molina offers healthcare services to all members without regard to race, color, national 

origin, age, disability, or sex.  Molina does not exclude people or treat them differently because 

of race, color, national origin, age, disability, or sex. This includes gender identity, pregnancy 

and sex stereotyping. 

To help you talk with us, Molina provides services free of charge: 

• Aids and services to people with disabilities  

o	 Skilled sign language interpreters 

o	 Written material in other formats (large print, audio, accessible electronic formats, 

Braille) 

• Language services to people who speak another language or have limited English skills 

o	 Skilled interpreters 

o	 Written material translated in your language 

o	 Material that is simply written in plain language 

If you need these services, contact Molina Member Services at (800) 665-3086; 

TTY 711, 7 days a week, 8 a.m. - 8 p.m., local time. 

If you think that Molina failed to provide these services or treated you differently based on your 

race, color, national origin, age, disability, or sex, you can file a complaint.  You can file a 

complaint in person, by mail, fax, or email. If you need help writing your complaint, we will help 

you. Call our Civil Rights Coordinator at (866) 606-3889, or TTY, 711. Mail your complaint to: 

Civil Rights Coordinator 

200 Oceangate 

Long Beach, CA 90802 

You can also email your complaint to civil.rights@molinahealthcare.com.  Or, fax your 

complaint to (562) 499-0610. 

You can also file a civil rights complaint with the U.S. Department of Health and Human 

Services, Office for Civil Rights. Complaint forms are available at 

http://www.hhs.gov/ocr/office/file/index.html. You can mail it to: 

U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20201 

You can also send it to a website through the Office for Civil Rights Complaint Portal, available 

at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. 

If you need help, call 1-800-368-1019; TTY 800-537-7697. 

mailto:civil.rights@molinahealthcare.com
http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf


                     

      
      
 
               
                

  

 

    
  

 
 

 
     

 

 

  
 

 
        

    
 

 
   

    
 

 
            

  

 
 

   
   

 

 

         

     
 

 

  

    
 

 
   

 

 


 

 


 


 



 
 

 
 


 

 

 
 


 

 

 
 


 

 

 
 


 

 

 
 

          
   


	

	


	

English
 
ATTENTION: If you speak English, language assistance services, free of charge, are
 
available to you. Call 1-800-665-3086 (TTY: 711).
 

Spanish
 
ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia 

lingüística. Llame al 1-800-665-3086 (TTY: 711).
 

Chinese

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-665-3086（TTY：711).
 

Tagalog
 
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
 
tulong sa wika nang walang bayad. Tumawag sa 1-800-665-3086 (TTY: 711).
 

French
 
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont
 
proposés gratuitement. Appelez le 1-800-665-3086 (ATS : 711).
 

Vietnamese
 
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.
 
Gọi số 1-800-665-3086 (TTY: 711).
 

German
 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
 
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-800-665-3086 (TTY: 711).
 

Korean 

주의: 한국어를 사용하시는 경우 , 언어 지원 서비스를 무료로 이용하실 수 있습니다 . 1-800-665

3086 (TTY: 711) 번으로 전화해 주십시오 . 


Russian 

ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные
	
услуги перевода. Звоните 1-800-665-3086 (телетайп: 711).
	

Arabic 
صمΗϟف  م هΎرق* 3086-665-800-1قم صΑ Ϟر  �ϥΗك ϤϟΎΑجΎر ϟقΘىΗ ΔϳغىϠϟد ΓعϤشϟΎنΕΎ  خد ϥقئΔ، غϠϟر لذΘحدΗ  ΙنΖ  لذ إ:Δىظ Ϡحن

�)7��
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Hindi 
ध्यान दें: यददआप द िं े  ैं े ु ैं। 1-800-665-3086 (TTY: 711) दी बोलत तोआपक ललए मफ्त में भाषा स ायता सेवाएिं उपलफॎध 
पर कॉल करें। 

Italian
 
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza 

linguistica gratuiti. Chiamare il numero 1-800-665-3086 (TTY: 711).
 

Portugués
 
ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.
 
Ligue para 1-800-665-3086 (TTY: 711).
 

French Creole
 
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.
 
Rele 1-800-665-3086 (TTY: 711).
 

Polish
 
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej.
	
Zadzwoń pod numer 1-800-665-3086 (TTY: 711).
 

Japanese

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-800-665-3086（TTY: 711

）まで、お電話にてご連絡ください。
 

Hmong
 
LUS CEEV:  Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.  Hu rau 1-800

665-3086 (TTY: 711). 


Farsi 



 TTY: 1-800-665-3086)ب  ب.بشدبڲمماوفر ب  مڱ شرابنڰبیراصϭرت  بڲنزببیلات  Ϭست،نیدکڲمڰϭ  تقگبرسڲ فن ه زببب ر گا : هجتو


.یرید ڰبتمبس  	 711)
 

Armenian 

ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել
 
լեզվական աջակցության ծառայություններ: Զանգահարեք 1-800-665-3086 (TTY (հեռատիպ)՝
 
711):
 

Cambodian 
Ś Ś Śលរយ័ត្៖ បរើសិřជាអ្កřិយាយ ភាសាផមយរ, បសវាជំřួយផន 

Ś ចូ 
śកភាសា បោយមិřគិត្ឈ្ 

គឺអាចមាřសំរារ់រំបរអ្ើ ក។ រ ទូរស័ព្ធ 1-800-665-3086 (TTY: 711)។ 

Albanian 
KUJDES:  Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa pagesë.  Telefononi 

në 1-800-665-3086 (TTY: 711).
 

លួ 

Y0050_17_4036_203_LRMultiLang Accepted 9/5/2016 4722669MED0916 



                     

 
                

   

 
 

           
     

 

  

  

 

 
 

  

 

 
 

  

 
 

          

  

 

 
     

  

  
   

 
 

 

 

 

  

   

 
 

 

 

               

     

 
 

              
 

           

     

   

 

                

   

Amharic 
ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-
800-665-3086 (መስማት ለተሳናቸው: 711). 

Bengali 

েক্ষ্য করুনঃ ΐিΆ আিন া৯ো, ক΅া েৣ΄ াৣΑন, ΄াোৣে িনঃখΑচায় Ύাা োায়΄া িΑৣা 

উেব্ধ আৣছ। পান করুন ১-800-665-3086 (TTY: 711)। 

Cushite (Oromo language) 
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.  

Bilbilaa 1-800-665-3086 (TTY: 711). 

Dutch 
AANDACHT:  Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-800

665-3086 (TTY: 711). 

Greek 
ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται υπηρεσίες γλωσσικής υποστήριξης, οι οποίες 

παρέφονται δωρεάν. Καλέστε 1-800-665-3086 (TTY: 711). 

Gujarati 

સk ે k k ે ે ે ચના: જો તમ ગજરાતj બોલતા હો, તો િન:શલ્ક ભાષા સહાય સવાઓ તમારા માટ ઉપલબ્ધ છ. ફોન કરો 1

800-665-3086 (TTY: 711). 

Kru(Bassa language) 
Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ [Ɓâsɔ́ɔ̀-wùɖù-po-nyɔ̀] jǔ ní, nîí, â wuɖu kà kò ɖò po-poɔ ̀ ɓɛ́în m̀ gbo kpáa. 

Ɖá 1-800-665-3086 (TTY:711) 

Ibo 
Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-800-665-3086 (TTY: 711). 

Yoruba 
AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 1-800-665-3086 

(TTY: 711). 

Laotian 

ໂ࢝ຌຊາ້࢘ :࢜າລ່າ ່࢚າ࢛ເລົ້າພາࢧາ າລ, ກາໍ࢛࢜ິກາ࢛ຊ່ລເືຼࢨອຌ້າ࢛ພາࢧາ, ໂຌ່ໍ࢜ 

ເັࢧຽຄ່າ, ແມ່࢛ມີພ້ອມໃ່້࢚ࢨາ࢛. ໂ࢚ຣ 1-800-665-3086 (TTY: 711). 

Navajo 

Nepali 

ध्यान दिनहोस:् तपार्इंले नपेाली बोल्नहधॎछ भने तपार्इंको ननऩतत भाषा सहायता सेवाहरू ननिःशल्क रूपमा उपलब्ध छ । 
फोन गनहोस प ु ्1-800-665-3086 (दिदिवार्इ: 711) । 

प प प प 

Y0050_17_4036_203_LRMultiLang Accepted 9/5/2016 4722669MED0916 



                     

 

 

 

   

 

 
 

   
 

 

  

 
  
  

   

 
 

             

   

 

       

 
  

  

 
 

  

  

 
 

    

     

 

 

 

 

  


	          
	

 


	

Panjabi 

ਿੀਆੁ ਿਿਓ: ਜਾ ਤ਼ਸਾਃ SੰਜਾU Uੋਲਿਾ ਹੋ, ਤਾਂ Vਾਸ਼ਾ ਿਵਿੱ ਚ ਸਹਾਇਤਾ ਸਾਵਾ ਤ਼ਹਾਡਾ ਲਈ Y਼Tਤ ਉSਲUੀ ਹਿ। 1-800-665-3086 

(TTY: 711) 'ਤਾ ਕਾਲ ਕ[ੋ। 

Pennsylvania Dutch 
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber 
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-800-665-3086 (TTY: 711). 

Romanian 
ATENȚIE:  Dacă vorbiți limba romãnă, vă stau la dispoziție servicii de asistență lingvistică, gratuit.  Sunați la 

1-800-665-3086 (TTY: 711). 

Serbo-Croatian 
OBAVJEŠTENJE:  Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su vam besplatno. 
Nazovite 1-800-665-3086 (TTY- Telefon za osobe sa oštećenim govorom ili sluhom: 711). 

á  .
	 ܵ ܲܲܲ ܲܵܵ ܵ 
ܘܬܐ ܢܫ ܢܘܬ ܗ ܢܘܬܚܐ ܵ ܘܼܙ

Syriac (Assyrian language) 
ܵ ܵܵ ܲܲ ܥܼ ܢܘܪܩܝܐܢܓ ܲ ܲܲ ܑܢܵ ܢܘܬ ܩܼܕ ܢܘܬ ܲ ܵ  ܗ

ܵ ܵ âܸ ܑܢܞܢ 

ܲ ،ܑܪܝܵ ܵ ܼ ܢܸܐ	
: ܓܪ ܑ ܠܸ ܞâܼܙâܑܸܟܹ ܲ ܝܼܨ ܼ ܵܲ â ܫܡܔ ܒܬܪܝܗܕ ܒܬܡܡ âܼ 

Thai 

เรียน: ถา้คุณพดูภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้ร ี โทร 1-800-665-3086 (TTY: 711). 

Tongan 
FAKATOKANGA¶I:  Kapau µoku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea µoku nau fai atu ha tokoni 

ta¶etotongi, pea teke lava µo ma¶u ia.  Telefoni mai 1-800-665-3086 (TTY: 711). 

Ukrainian 
УВАГА!  Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби 

мовної підтримки.  Телефонуйте за номером 1-800-665-3086 (телетайп:  711). 

Urdu 

ܲ ܼ ܼܼ ܚܸ ܞܼܡܕ ܼܬ ܹ ܸ 
1-800-665-3086 (TTY: 711)
 

ں ϳکر ϝکΎ ۔ ںϴہ ΏΎϴΘ ں دسϴنكΖ  ننΕΎ  خددد کی  نϥΎ کی  Αکى زΗى آپ   ں،ϴہ Θے  Αىϟردو   ر: گر آپد خΒر

(TTY: 711) 3�86�665�8����
	

Y0050_17_4036_203_LRMultiLang Accepted 9/5/2016 4722669MED0916 


	Page 1
	Page 2
	Page 4
	Page 6
	Page 8
	Page 10

	Member ID  if not shown or if different from above: 
	Prescription Plan Sponsor or Company Name: 
	Number of New prescriptions: 
	TO RECEIVE YOUR ORDER SOONER request refills or new prescriptions online at wwwcaremarkcom: 
	Last Name: 
	First Name: 
	MI: 
	Suffix JR SR: 
	Street Address: 
	AptSuite: 
	Use shipping address: Off
	City: 
	State: 
	for this order only: 
	ZIP Code: 
	undefined_5: 
	undefined_4: 
	Daytime Phone: 
	undefined_7: 
	undefined_6: 
	Evening Phone: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	RESET FORM: 
	PRINT: 
	Spanish forms and labels: Off
	Last Name_2: 
	Date of birth: 
	MI_2: 
	Email address: 
	JRSR: 
	Gender: Off
	Date new prescription written: 
	undefined_10: 
	undefined_9: 
	MMDDYYYY: 
	undefined_11: 
	Doctors last name: 
	Doctors first name: 
	Doctors phone: 
	Tell us about new health information for 1st person if never provided or if changed: Off
	undefined_12: 
	Allergies: Off
	Arthritis: Off
	Asthma: Off
	Diabetes: Off
	Acid reflux: Off
	Glaucoma: Off
	Heart problem: Off
	Medical conditions: Off
	undefined_14: 
	Other_2: Off
	Spanish forms and labels_2: Off
	Last Name_3: 
	Date of birth_2: 
	MI_3: 
	Email address_2: 
	JRSR_2: 
	Gender_2: Off
	undefined_17: 
	undefined_16: 
	Date new prescription written_2: 
	MMDDYYYY_2: 
	undefined_18: 
	Doctors last name_2: 
	Doctors first name_2: 
	Doctors phone_2: 
	Tell us about new health information for 2nd person if never provided or if changed: Off
	undefined_19: 
	Allergies_2: Off
	Arthritis_2: Off
	Asthma_2: Off
	Diabetes_2: Off
	Acid reflux_2: Off
	Glaucoma_2: Off
	Heart problem_2: Off
	Medical conditions_2: Off
	undefined_20: 
	Other_4: Off
	undefined_21: 
	E How would you like to pay for this order If your copay is 0 you do not need to provide payment information: Off
	Use your card on file: Off
	ExpDate: 
	Use a new card or update your cards expiration date: Off
	MMYY: 
	Make check or money order payable to CVS Caremark: 
	undefined_24: 
	Check or money order Amount: Off
	Fill in this oval if you DO NOT want us to use this payment: Off
	If you want faster delivery choose: Off


