Caremark Mail Service Order Form Guide

Simply follow these six steps to fill out your new mail service order form, and get started
enjoying the convenience and savings of Caremark prescription home delivery.

@ Fill in the ID Number.
The ID number is on your
prescription/medical benefit
card and it identifies the
cardholder. (On your next
order, your ID number will be
pre-printed above this field.)

A rill in your address and
phone number in its entirety.
Be sure to fill in the oval if
you want your prescription to
go to a one-time address.

@ Provide information for
the first person submitting a
prescription.

m Indicate if you would like
your order to include Easy-
Open Caps. Most prescrip-
tions have combination easy
open/safety caps. However,
some come only with safety
caps, unless easy-open caps
are requested.

Be sure to completely fill
out your Doctor/Prescriber’s
First Name and Last Name
and Telephone Number.
Fill in the ovals under
Allergies if you are allergic
to any drugs or foods. If you
do not see the drug or food
you are allergic to, fill in the
Other oval and write it in.
Fill in the ovals if you have
any Health Conditions. If
you do not see your health
condition, fill in the Other
oval and write it in.

That's It!
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© Affix refill labels here or
write in prescription number(s)
to be refilled. If you are
ordering more than 4 refills,
affix additional refill stickers
to a blank piece of paper or
the Refill Order Continuation
Form.

Oa (OPTIONAL) Provide
information for the second

person if you are submitting
prescriptions for two family
members. If this is the case,

provide the same information
asin STEP 4.

@ Fill in the appropriate oval
for your method of payment.
If you are paying by check or
money order, please write
your ID number on the check.
If you are paying by credit
card, be sure to include your
signature. By filling in the top
oval, the credit card number
you provide will be used on
future orders. DO NOT
SEND CASH. Standard
ground shipping is free. Fill in
an oval for expedited delivery.

@® Make sure you enclose the
original prescription(s) you
received from your doctor (not
photocopies).

Now;, simply mail your order form along with your prescription(s) and payment in the enclosed envelope. Be sure to
fold the form on the lines indicated so the Caremark address shows through the window of the return envelope.



