
 
 

Confidential Enrollment Form 
Contact Information 
 

Last Name__________________________ First Name_________________________ Middle Initial ________ 
Address____________________________________ City_____________________ State_____ Zip________   
*** PLEASE PROVIDE PHYSICAL ADDRESS, NOT PO BOX ***  
Date of Birth______ / ______ / __________       Gender          Male        Female 
Home Phone (______) _______-___________   Cell Phone (______) _______-___________ 
Email________________________________   How did you hear about us? ________________________ 
 

Preferred Method of Contact 
 

May we leave you messages regarding your medications? Please check yes or no for each method of contact: 
 

Home phone        Yes       No  Cell phone        Yes    No 
Email         Yes        No  Text message        Yes    No   
 

Allergies/Conditions 
 

Are you allergic to any medications?      Yes        No 
If yes, please list medication(s) here: __________________________________________________________ 
Are you pregnant?  Yes        No 
Initial here if you would like EASY OPEN TOPS for your prescriptions _______ 
 

Maintenance Medication Refills 
 

Would you like to enroll in our automatic refill program? Whenever your refills expire, we will automatically 
process a refill request and will have your prescription ready. Yes       No 
 

Pick-up and Delivery 
 

We offer free delivery or USPS shipping to all San Diego County and Imperial County addresses. (PO BOX OK) 
Would you like to receive your medications via       pick up      delivery or     mail? (check one) 

If you would like your medication(s) delivered/shipped to an address other than home, please notate here: 
Location Name_______________________________________________________________________ 
Address____________________________________ City_____________________ State_____ Zip________ 
 

Insurance Information  
 

Provide copy of insurance card 
Emergency Contact Information 
 

Last Name_______________________ First Name_______________________ 
Relation__________________ 
Home Phone (______) _______-___________      Cell Phone (______)_______-___________ 
Authorization to receive medication_________________________________________________________ 
I authorize ________________________________________________ to pick up/receive medications on my 
behalf.  
 
____________________________________  __________________________ 
Signature      Date 

Today’s Date______ / ______ / ________ 
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