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Use this form to provide your doctor with information for your prescriptions.

FOR PATIENTS

Patient Information

Email Address

Required

Last Name First Name MI
Delivery Address Apt., Ste. #
City State ZIP Code Phone Number

(with area code)

Date of Birth Sex (assigned at birth)

(mm/ddlyyyy) O Female O Male

Healthcare Healthcare

Provider Name Provider Phone

Medications

requested

Note: Please note we are unable to fill any prescription drugs not on our website.

FOR PROVIDERS

Providers: Please follow the instruction below to submit electronic prescriptions (eRx).

Perform a pharmacy search in your EHR for “CostPill”

NCPDP ID: 5682059

IMPORTANT: Our pharmacy system requires an email address to match each prescription to a patient.

This document contains information from (COSTPILL) that is privileged, confidential, and/or may contain protected health information (PHI). We are
required to safeguard PHI by applicable law. The information in this document is for the sole use of the person(s) or company named above. Proper
consent to disclose PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying,
distributing, or using information in this document is against the law. If you are not the intended recipient, please notify the sender immediately and
return the document(s) by mail to CostPill 5886 Mowry School Rd, Newark CA 94560.
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