Central Michigan University Health Service Pharmacy

Pharmacy Registration Form

Faculty/Staff Name__________________________________________________ University ID___________________

Home Address______________________________________________________Home Phone___________________

Campus Address_______________________________________________ Work Phone_______________

Prescription Insurance______________________ ID________________ Group___________

Please list below all the individuals (self, spouse, dependents) who will be using this service.  Mail or fax this completed form to the CMU Health Services Pharmacy, 106 Foust; fax 989-774-6665 or bring in with you on your first visit.
	
	Name
	Date of

Birth
	Drug

Allergies
	*Authorization

For Deliveries
	**Authorization to Post on CMU Account
	***I Agree to the UHS Privacy Practices

	Faculty/Staff

Member
	
	
	
	
	
	

	Spouse
	
	
	
	
	
	

	Dependent
	
	
	
	
	
	

	Dependent
	
	
	
	
	
	

	Dependent
	
	
	
	
	
	

	Dependent
	
	
	
	
	
	


* I authorize delivery of prescriptions for the above individuals. (please initial above)
** I authorize the above individuals to charge prescriptions to a personal CMU account and understand that as the authorizing CMU employee, I am responsible for any unpaid balances on the accounts for those named above. (please initial above)

*** Each adult family member or parent/guardian of dependent using the CMU Health Services Pharmacy has signed above and agrees to the CMU Health Services Privacy Practices.

_______________________________________________________            _________________________________

Employee’s signature







    Date
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