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Toll Free  1-866-744-0621 Toll Free  1-866-744-0621

MEMBER INFORMATION (Part B)

Cardholder ID # (Refer to ID Card)        £££££££££££££££££££££
Group # (Refer to ID Card [if applicable])     ££££££££££££££££££££
£££££££££££££££££ ££££££££££ £
Last Name of Cardholder First Name of Cardholder MI

£££££££££££££££££££££££££££££
Delivery Address (Note: Check this box ______ if remaining info is same as previous orders and proceed to “Health History Section”)

££££££££££££££££ ££ £££££ –££££
City State ZIP

Above address is for: (check only if applicable)    ______ this order only        ______ permanent address change

£££–£££–££££  £££–£££–££££
Daytime Phone Evening Phone

£££££££££££££££££££££££££££££
E-mail Address (Providing your e-mail address authorizes us to e-mail you information about your MedVantx account.  This information is confidential and not shared with other entities.)

(Please complete with each order using black or blue ink)

HEALTH HISTORY (Part C)
Please Complete This Health History Grid With Your First Order Or As Information Changes

Please complete information for you and all covered family members.  If you are unsure about any health conditions, check with
your Doctor.  This portion will not be required on subsequent orders unless there have been changes in health or coverage status.

If you have additional dependents or require more space, please attach a separate note.

*Please indicate “Other Allergy” **Please indicate “Other Conditions”

____________________________________________________________ ____________________________________________________________

Current medications including over the counter medications / patient name _______________________________________________________

_________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________

I represent that the information on this form is correct, and I authorize the release of information regarding medical and prescription drug history and
treatment to MedVantx Pharmacy Services.

Signature __________________________________________________ Date ________________________
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Pharmacy Services


