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As of 7/1/2021, all prescriptions must be sent electronically to any pharmacy in the state of KS. Please fill out the questionnaire so we can send any needed prescription to your preferred pharmacy. 

Name of patient _____________________________Age____ Height____ Weight____
 
Name of pharmacy ____________________________________________________

Address of Pharmacy___________________________________________________

Phone number to your pharmacy_________________________________________

Initial here if you will be filling your prescription in MO and prefer paper scripts. ___

Signature______________________________________   Date_________________



