Instructions for Sav-Rx Mail Order Prescriptions

1. Complete the information below. 3. Enclose check or credit card information.
2. Bnclose prescription with doctor information including phone number. 4. Sign and date the anthodzation.
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To avoid delays, it is strongly recommended thal a credit card be used. Credit Card orders are processed within 24 hours - Checks can take
several days. If you are sending a check be sure to include the appropriate amount and write the refill mumber(s) on the check.

If you have questions call

Sav-Rx Mail Order Policy:
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