

Credit Card Authorization





I _________________________ authorize Wal-Mart to charge any prescriptions to my credit card.





Card Number: _____________________________________________


Circle One:         Visa          Mc         Discover         Amex





Expiration Date: ___________________________________________





Security Code: ____________________________________________





I _________________________ further authorize Ridge Creek to pick up the medications for my child.





Medications


Prescription and Non-prescription


______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


______________________________


____________________________________________________________





Yes, I have a prescription card for payment.





General Medical History (Check those that apply)


Allergies                                               Conditions





No Know Allergy - 010


Penicillin – 031


Sulfa – 040


Aspirin – 004


Tetracycline – 041


Codeine – 097


Other


______________________________________________________________________________________________________________________________





Pregnancy                                       Other


Nursing Mother                                ___________________


Glaucoma                                         __________________


Ulcers                                               __________________


Epilepsy


Diabetes


High Blood Pressure


Heart Condition


Prostate Condition


Thyroid Condition


Respiratory Condition





Your accurate completion of this form helps up to maintain a patient history. As always, your health information is confidential to only those involved with your prescriptions.  It is your responsibility to keep this information updated.





	Wal-Mart Pharmacy                            Patient Information Sheet	





Patient Information- Please


___________________________________________________________________


First Name		Initial		Last Name


___________________________________________________________________


Address		City		State		Zip


___________________________________________________________________


Telephone		Date of Birth		Sex	S.S. # or D.L. #














