
To establish a patient profile and/or order maintenance medications for home delivery, please complete the information below and return this form 
to: ProAct Pharmacy Services, 1226 US Highway 11, Gouverneur, NY 13642. Contact us 24/7/365 with any questions: 1–888–250–8032.

Insured Family Member: __________________________________________________ Date of Birth: _______________   q Male  q Female

Employer (Current or Retired): ______________________________________________________ Member ID #: ________________________________

Shipping Address: _______________________________________________________________ Phone: ________________________________________

Email: __________________________________________ Drug Allergies: _________________________________________________________________

Medical Conditions: _____________________________________________________________________________________________________________

Spouse: _________________________________________________________________ Date of Birth: _______________   q Male  q Female 

Shipping Address: _______________________________________________________________ Phone: ________________________________________ 

Email: __________________________________________  Drug Allergies: ________________________________________________________________ 

Medical Conditions: _____________________________________________________________________________________________________________

Dependent: ______________________________________________________________ Date of Birth: _______________   q Male  q Female 

Shipping Address: _______________________________________________________________ Phone: ________________________________________ 

Email: __________________________________________  Drug Allergies: ________________________________________________________________ 

Medical Conditions: _____________________________________________________________________________________________________________

Patient Profile  
and Order Form

 (MM/DD/YYYY)Last, First, Middle Initial

Street, City, State, and Zip q Home  q Work  q Cell

PROFILE CONTACT INFORMATION 

ORDER INFORMATION (Complete this section if you are enclosing written prescriptions from your physician.)

Prescription(s) Enclosed: 

Name_______________________________________________________________ Date of Birth: __________________ # of Prescriptions: ___________

Name_______________________________________________________________ Date of Birth: __________________ # of Prescriptions: ___________

Total Prescriptions Enclosed: __________     |     Child Proof Caps? q Yes  q No     |     Be sure the DOB appears on the prescription to avoid delays.

Comments: ____________________________________________________________________________________________________________________

Method of Payment (please check one): q Master Card    q Visa    q Discover    q American Express

Credit Card # ___________________________________ Expiration Date _________ 

Billing Address (if different from shipping):  ________________________________________________________________________________________

PAYMENT INFORMATION (Required for placing an order AND to establish a profile. You will not be charged until an order is placed.)

 (MM/DD/YYYY)Last, First, Middle Initial

Street, City, State, and Zip q Home  q Work  q Cell

 (MM/DD/YYYY)Last, First, Middle Initial

Street, City, State, and Zip q Home  q Work  q Cell

Information may be written out on the back of this form if you need more space to complete your contact or order information. 
To review ProAct Pharmacy Services’ Privacy Policy, please visit proactrx.com/mail-order/1/

Street, City, State, and Zip

 (MM/YY)

http://proactrx.com/mail-order/1/
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