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REFILL AUTHORIZATION REQUEST

Prescriber:
Pharmacy: COSTCO PHARMACY #97
13130 SE 84TH AVE
CLACKAMAS OR 97015
(503}794-5520 Fax:(603}794.6528
Patient:
15
Prescription:  R#1184973
‘ aty: 50
Last Refilled Gn: 04/23/2012 FOR QTY 50 Sig:
03/20/2012 50
02/16/2012 50
01/19/2012 50

Orig Date: 01/11/2012 With 8 Refills
Oty Owed: 250

Request Date:
05/26/2012

GIVE 1 TABLET BY MOUTH IN
THE AM AND 1/2 TABLET BY
MOUTH IN THE EVENING

The document accompanying this transmission may contain confidential health information thatis legally privileged. This information is intended anly
for theuse of theindividual arentity named above, Theautharized recipient of this infomation is prohibited from disclosing this information to any
other party unless required to do so by law or regulation and is required to destroy theinformation a fterits stated need has been fulfilled. If you
arenot theintended recipient, you are hereby notified that any disclosure, copying, distribugion, or action taken in reliance on the contents of these
documents is strictly prohibited. If you have recelved this information in error, please notify the sender immediately and arrangefor the return or

destruction of these documents.
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Authorization:
Fax to (603)794-5528
Or Call {(503)794-5520 For: Date05/26/2012
Y EFMEDTSWG CAEWABLE Qty Rem: 250
Disp: 50 Last:04/23/2012
Prev Rx#:1184973
PLEASE PROVIDE
PRESCRIBER’s NPI: GIVE 1 TABLET BY MOUTH IN THE AM AND 1/2 TABLET BY
(National Provisder identifier] MOUTH IN THE EVENING
Refill this time plus Additienal Refills
By: Quantity:
Sign Here===>
Substitution Permitted Dispense as Written
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