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___________________________________ authorize MedWiz Specialty Pharmacy to be my designated    
                                            Patient signature 
 pharmacy and hereon fill my prescriptions. 
__________________________________ the patient’s representative obtained verbal consent on behalf of the patient        
 	            Representative’s name Current Pharmacy Information
Name:  ______________________________ Phone Number:  _________________________________

Address or intersection:  _______________________________________________________________

Credit Card to be used in the Event of Required Co-payments by Third Party Insurance 
Name on Card: ________________________________			Expiration: ____________

Credit Card Number: ____________________________			CVV: _________________
Zip Code: _____________

Phone Number:  _________________________________
Insurance Information
Type: ______________________		Member ID:  ____________________
BIN: _______________________		PCN: __________________________
Patient Information
Legal Name ____________________________________DOB: __________________SS:  _____________________
                		  Last                          	  First 
Preferred Name: _______________________________________________________________________________
Address: ______________________________________________________________________________________
  ______________________________________________________________________________________
Phone number: _________________________ Gender: __________________  Pronouns: ___________________
Allergies: ______________________________	What was your allergic reaction?  __________________________
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