Outcome Resources

DRUGSOURCE, INC.
P O Box 1366 - Elk Grove Village, | L 60009-1366
Fax (847) 258-1913
Website: http://outcome.drugsourceinc.com

Patient Name D.0O.B.

Address Ship To:

City/State/Zip Ship To:

Group Number ID#

PLEASE INDICATE STRENGTH, QUANTITY & SIG.
90-Day Additional

Drug Name Strength  Qty. I nstructions refills
0123
0123
0123
0123
0123
0123
0123

Pleasecircle: May Substitute Dispense as Written Date:

Physician Name; Phone No.:

® Physician Signature: Fax Number:

® DEA# Address:

Additiona Notes ® **Please, fill-in where

signify by arrows.

Thank You

**|f you have any questions or would prefer to call in the prescription, please
call our customer service phone number.

Toll Free Number: 1-800-854-8764 or inside Chicago metro area: (847) 258-1920

The communication, including any attachments, may contain information that is confidential and may be privileged and exempt from
disclosure under applicable law. It isintended solely for the use of theindividual or entity named above. If you are not the intended recipient, you
are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documentsisstrictly prohibited.
If voir havereceived thiscommiinication in error - nlease natifv the sender  Thank vaii for voui cooner ation



