
 
 Fax Order Form: 1- 888- 886- 4066 

 
Please write in BLOCK LETTERS.      

 
 
DDEETTAAIILLSS

Title: Mr./Mrs./Ms./Dr. 
First Name:    ……………………………….…..  Phone: …………………………………….. 
Middle Name: …………………………………..  Fax: ……………………………………….. 
Last Name:    …………………………………… Email: …………………………………….. 
Address:        ....…………………………….. …   
                      ...………………………………....  
City:               ..………………………………….      
State:            .....………………………………... 
Zip Code:      ..………………………………….. 
Country:        ………………..………………….. 
 

 1

  
Address:     ……………………………………..   Phone: …………………………………….. 
                   ……………………………………..   Fax:    …………………………………….. 
City:           …………………………………….. 
State:          …………………………………….. 
Zip Code:   …………………………………….. 
Country:     .……………………………………. 
 
  
Do you have any of the following drug allergies?  
(Only required if you are ordering prescription medication)  
Please tick the appropriate box (es) below:  
      No drug allergies      Aspirin  
      Codeine        Erthromycin  
      Penicillin       Sulpha  
      Tetracycline    
Other drug allergies: ……………………………………………………………………………… 
…………………………………………………………………………………………………….. 
 

DDEELLIIVVEERRYY  DDEETTAAIILLSS  ((IIff  ddiiffffeerreenntt  ffrroomm  aabboovvee))  

CCUUSSTTOOMMEERR IINNFFOORRMMAATTIIOONN



Do you have any of the following medical conditions? 
(Only required if you are ordering prescription medication) 
     No Chronic Conditions     Arthritis  
     Asthma       Diabetes  
     Epilepsy       Thyroid  
     Stomach Ulcers      High Blood Pressure  
     Glaucoma       Heart Condition  
Other drug allergies: ………………………………………………………………………………. 
Other medical conditions: ………………………………………………………………………… 

Please Complete All Information Regarding Your Order 

Please Write in Block Capitals. 
Please give full details of each product ordered i.e. – product name, strength, pack size, Qty required, and 
price as shown on the website. IF YOU ARE SENDING PRESCRIPTIONS FOR MORE THAN ONE 
PERSON PLEASE FILL OUT AN ORDER FORM FOR EACH INDIVIDUAL PERSON.  

Item No: Product Name Strength Pack 
Size 

Qty Price per 
Product 

Total Price 

      $ 

      $ 

      $ 

      $ 

      $ 

      $ 

      $ 

      $ 

      $ 

Sub Total US$ 

(Registered Freight add $12.50 if Total order < $150, otherwise Freight is FREE)                      Add Freight US$  

Other charges US$ 

Your Total Payable US$ 
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Type of Card:             MASTERCARD              VISA CARD:        JCB            AMEX       
Card Number:                   ……………………………………… 
Expiry Date:                      ……………………………………… 
Card Holder Name:           ……………………………………… 
Security Code (Optional): ……………………………………… 
Signature:  
                  ………………………………………………………. 
*Only signed orders can be accepted.  Order will only be sent once funds have been cleared.  
  
  
If you are ordering a Prescription product and a prescription is required in your country you either need to 
complete the Personal Declaration provided below or fax us your prescription to 1-888-886-4066. 
Whichever document we receive will be packed and shipped with your order. 

We treat all information supplied on this document as highly confidential. 
  
  
TO WHOM IT MAY CONCERN 
 
This is to Declare that the contents of this package consists of Medication that is for my own personal 
use. I did not purchase this medication in response to any advertisement or under any beneficial offer. I 
keenly search for the supplier to supply these products to treat my current medical condition. 
 
I declare that I have purchase these medications after consulting with a knowledgeable and competent 
medical practitioner who has both the theoretical and practical use of the medication. 
 
This package contains less than 90 day supply which complies with guidelines for the importation of 
medicines for personal use. 
 
I will appreciate if you could deliver this package in timely manner.  
 
Thank you very much, 
 
Name: ………………………………………. 
 
 
 
 
 
 
 
 
 

PPLLEEAASSEE  CCHHOOOOSSEE  YYOOUURR  PPAAYYMMEENNTT MMEETTHHOODD 

TTHHEE  FFOOLLLLOOWWIINNGG  DDEETTAAIILLSS  AARREE  OONNLLYY RREEQQUUIIRREEDD IIFF YYOOUU AARREE OORRDDEERRIINNGG PPRREESSCCRRIIPPTTIIOONN  MMEEDDIICCAATTIIOONN

PPEERRSSOONNAALL  DDEECCLLAARRAATTIIOONN  
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Doctor's Name: ………………………………………………. 
Prescription Number (if applicable): ………………………… 
Address: ……………………………………………………… 
City: ………………………………………………………….. 
State: …………………………………………………………. 
Zip code: ……………………………………………………… 
Doctor's Ph: ………………………………………………….. 
Fax No: ……………………………………………………….. 
 
Note:  By faxing this form along with your valid prescription/personal declaration- You are authorizing 
dispensarymeds.com to act as an agent to forward your prescription onto one of our Member Pharmacies 
for processing. 

 
If you have questions about your order or wish to order a refill please contact us by phoning our toll free 
voice message service 1-888-886-4066 or emailing: enquiries@dispensarymeds.com
 
Dispensary Meds: Visit us at:    Toll Free Fax: 1-888-886-4066 
www.dispensarymeds.com              enquiries@dispensarymeds.com
 

 
 
 
 

DDOOCCTTOORR’’SS  DDEETTAAIILLSS  
((OOnnllyy  rreeqquuiirreedd  iiff  yyoouu  aarree  oorrddeerriinngg  pprreessccrriippttiioonn  mmeeddiiccaattiioonn))  

mailto:enquiries@dispensarymeds.com
http://www.dispensarymeds.com/
mailto:enquiries@dispensarymeds.com

