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This brochure only highlights your mail service pharmacy
benefit. In case of any d iscrepancy betw een this 
brochure and  the legal d ocuments d escribing the 

plan, the legal d ocuments govern. I/0 5 -0 7

MA IL SE R V IC E PH A R MA C Y TIPS

• Complete registration form.

• N ew  presc riptions mu st b e mailed  to th e mail 
serv ic e ph armac y  or fax ed  from y ou r d oc tor’s 
offic e on th e W algreens M ail S erv ic e d oc tor 
fax  form.

• F or long-term med ic ations y ou  need  righ t aw ay : 
ask  y ou r d oc tor for tw o presc riptions– one for 
a small su pply  to fill at a partic ipating retail 
ph armac y  and  one for a long-term su pply  to 
fill th rou gh  th e mail.

• If tw o or more presc riptions are sent in for 
mu ltiple family  memb ers, th e presc riptions w ill 
b e sh ipped , as a single ord er, to an ad u lt family  
memb er at th e ad d ress giv en on th e ord er form. 
If y ou  prefer d ifferent sh ipping arrangements 
for priv ac y  or oth er reasons, please c ontac t ou r
Cu stomer Care Center.

• M ost ord ers are sh ipped  b y  U .S . Postal S erv ic e. 
Controlled  su b stanc es may  req u ire an ad u lt 
signatu re u pon rec eipt. Pac k aging d oes not sh ow
any  ind ic ation th at med ic ations are enc losed .

• Y ou r presc ription(s) may  b e filled  for u p to th e 
plan d ay s su pply  max imu m w h en allow ed  b y  
y ou r ph y sic ian, th e law , and  in ac c ord anc e 
w ith  ph armac y  prac tic e. S ome med ic ations 
may  only  b e d ispensed  for th e ex ac t q u antity  
as w ritten b y  y ou r ph y sic ian.

• Inc lu d e pay ment, if applic ab le to av oid  any  
d elay s. Please d o not send  c ash .

• M ak e c h ec k s pay ab le to W algreens M ail S erv ic e.
Cred it c ard s ac c epted .

• A llow  2  w eek s for d eliv ery .

C u s to m e r  C a r e  C e n te r :
1 -8 6 6 -6 1 1 -5 9 6 1  (T T Y : 1 -800-573-1 833)

M ond ay – F rid ay  7:00 a.m.– 9 :00 p.m. (Central)
S atu rd ay – S u nd ay  7:00 a.m.– 4 :00 p.m. (Central)

R e fills b y  Ph o n e :
1 -8 0 0 -R X -R E F IL L (1 -8 0 0 -7 9 7 -3 3 4 5 )

(en españ ol: 1 -800-778-54 2 7)

In te r n e t:
w w w .w a lg r e e n s m a il.c o m /w e llm a r k



Name (First, Last)

E -mail A d d ress

Date of Birth (MM/DD/YYYY)

A d d ress (p lease d o  n o t u se P .O . B o x )

C ity S tate Z IP  C o d e

D ay time P h o n e E v en in g  P h o n e

(            ) (            )
A L L E RG IE S : 7 0 -P en ic illin O th er (list):

No  K n o w n 8 7 -S u lfa
3 2 -C o d ein e 9 3 -T etrac y c lin e

H E A L T H  C ON DIT ION S : No  K n o w n
2 0 0 -D iab etes 6 0 0 -S to mac h  D iso rd ers
3 0 0 -H y p erten sio n 7 0 0 -T h y ro id  D isease
4 0 0 -H eart D isease 8 0 0 -A rth ritis
5 0 0 -G lau c o ma O th er (list):

D r. Name (p rin t) D r. P h o n e (v ery  imp o rtan t)

(            )
C h ec k  if p atien t n eed s sn ap -o n  c ap s.
C h ec k  if p atien t n eed s S p an ish  v ial lab els.

RE G IS T RA T ION &  P RE S C RIP T ION ORDE R FORM
P

le
a
s
e
 c

o
m

p
le

te
 b

o
th

 p
a
g
e
s
 o

f 
th

is
 f
o
rm

.

P lease P RIN T c learly  u sin g  U P P E RC A S E letters. U se o n ly  b lac k  in k . E n c lo se th is fo rm w ith  
y o u r mail serv ic e p resc rip tio n . A  reo rd er fo rm an d  en v elo p e w ill b e in c lu d ed  w ith  eac h  d eliv ery .

C R E D IT  C A R D
E X P IR A T IO N

T han k  y ou  for y ou r ord er. P leas e allow  tw o w eek s  
for d eliv ery  from  the d ate y ou  m ail y ou r ord er

P LE A S E  NO T E : B y  su b mittin g
th is fo rm, y o u  h av e au th o riz ed

release o f all in fo rmatio n  to
W alg reen s M ail S erv ic e 

(an d  o th er n ec essary  p arties)
as req u ired  to  p ro c ess y o u r 
p resc rip tio n s an d  th eir refills

u n d er y o u r b en efit p lan .

IMP ORT A N T

/

C R E D IT  C A R D  NU M B E R  (V IS A , M asterC ard ,
D isc o v er, A meric an  E x p ress; n o c as h, p leas e)

# 1   ME MBE R IN FORMA T ION

/ /

*161000WELLMWLM001*
1 6 1 0 0 0 W E L L M W L M 0 0 1

M ale

Female

It is stan d ard  p h armac y  p rac tic e to  su b stitu te g en eric  eq u iv alen ts fo r
b ran d -n ame d ru g s w h en ev er p o ssib le. W alg reen s M ail S erv ic e w ill
d isp en se an  FD A -ap p ro v ed  g en eric  eq u iv alen t w h en ev er av ailab le,
p ermitted  b y  y o u r p resc rib er, an d  allo w ab le b y  law . If y o u  d o  n o t w an t a
g en eric  eq u iv alen t, p lease c all o u r C u sto mer C are C en ter to  ad v ise.

W ellm ark  Blu e C ros s  an d  Blu e S hield  of Iow a

G R O U P  NO .: W E L L RX INT E R C O M : W E L L M U P I: W L M0 0 1

M E M B E R  ID  NU M B E R  (V E R Y  IM P O R T A NT ) S U FFIX  NU M B E R

C h ec k s p ay ab le to :
W alg reen s  Mail S erv ic e

P .O . B o x  2 9 0 6 1
P h o en ix , A Z  8 5 0 3 8 -9 0 6 1

C U S T OME R C A RE  C E N T E R: 
1 -8 6 6 -6 1 1 -5 9 6 1

( T T Y fo r h earin g  imp aired :
1 -8 0 0 -5 7 3 -1 8 3 3 )

RE FIL L S  BY P H ON E :
1 -8 0 0 -RX -RE FIL L (7 9 7 -3 3 4 5 )
(en  es p añ ol: 1 -8 0 0 -7 7 8 -5 4 2 7 )

W alg reen s  Mail S erv ic e

-

I/0 5 -0 7

P A YME N T (req u ired  at time o f o rd er):

* P lease c all th e n u mb er o n  th e fro n t o f y o u r
ID C ard  fo r c o p ay men t in fo rmatio n .

Rx  T y p e     N o. C os t S u b total
(eac h)

G en eric * $

B ran d * $

$

T O T A L A M O U NT  E NC LO S E D $
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*162000WELLMWLM001*
1 6 2 0 0 0 W E L L M W L M 0 0 1

Name (First, Last)

E-mail Address

Date of Birth (MM/DD/YYYY)

Address (please do not use P.O. Box)

City State ZIP Code

Daytime Phone Evening Phone

(            ) (            )
ALLERGIES: 70-Penicillin Other (list):

No Known 87-Sulfa
32-Codeine 93-Tetracycline

HEALTH CONDITIONS: No Known
200-Diabetes 600-Stomach Disorders
300-Hypertension 700-Thyroid Disease
400-Heart Disease 800-Arthritis
500-Glaucoma Other (list):

Dr. Name Dr. Phone (very important)

(            )
Check if patient needs snap-on caps.
Check if patient needs Spanish vial labels.

/ /
Male

Female

Name (First, Last)

E-mail Address

Date of Birth (MM/DD/YYYY)

Address (please do not use P.O. Box)

City State ZIP Code

Daytime Phone Evening Phone

(            ) (            )
ALLERGIES: 70-Penicillin Other (list):

No Known 87-Sulfa
32-Codeine 93-Tetracycline

HEALTH CONDITIONS: No Known
200-Diabetes 600-Stomach Disorders
300-Hypertension 700-Thyroid Disease
400-Heart Disease 800-Arthritis
500-Glaucoma Other (list):

Dr. Name Dr. Phone (very important)

(            )
Check if patient needs snap-on caps.
Check if patient needs Spanish vial labels.

/ /
Male

Female

Print patient ID No. in boxes at left 
(located on ID card, if applic.)

DEPENDENT INFORMATION

Print patient ID No. in boxes at left 
(located on ID card, if applic.)

DEPENDENT INFORMATION



PLEASE NOTE: It is standard pharmacy practice to substitute generic equivalents for brand-name
drugs w henever possible. Walgreens M ail S ervice w ill dispense an F D A -approved generic equivalent
w henever available, permitted by your prescriber, and allow able by law . If you do not w ant a generic
equivalent, please call our C ustomer C are C enter to advise.

ID  N umber (located on ID  card) S uffix if on card

G roup N umber D ate of B irth

N ame (F irst, L ast) E -mail A ddress

A ddress (please do not use P .O . box ) D aytime P hone

C ity S tate Z ip C ode E vening P hone

P atient N ame (F irst, L ast if different from above) P atient D ate of B irth (M o/D ay/Y r)

P atient E -mail A ddress

PATIENT ALLER G IES: PATIENT H EALTH  C OND ITIONS:

N o K now n 3 2 -C odeine N o K now n 2 0 0 -D iabetes 3 0 0 -H ypertension

7 0 -P enicillin 8 7 -S ulfa 4 0 0 -H eart D isease 5 0 0 -G laucoma 6 0 0 -S tomach D isorders

9 3 -T etracycline O ther (list): 7 0 0 -T hyroid D isease 8 0 0 -A rthritis O ther (list):

D r.’s N ame D r.’s P hone

M ale

F emale

F O R :

A D D R E S S :

D A T E :

T E L :

D r:
D IS P E N S E  A S  WR IT T E N

R E F IL L T IM E S

D E A  #

D r:
S U B S T IT U T IO N  P E R M IS S IB L E

M A Y  S U B S T IT U T E

A D D R E S S

T E L E P H O N E  #

P H Y S IC IA N  N A M E  (P L E A S E  P R IN T ):

Facsimile Not valid for CII prescriptions
Valid only at Walgreens Mail Service

C R E D IT  C A R D  E X P .

/

C R E D IT  C A R D  N U M B E R  (V IS A , M asterC ard, D iscover, A merican E x press)

F O R :

A D D R E S S :

D A T E :

T E L :

D r:
D IS P E N S E  A S  WR IT T E N

R E F IL L T IM E S

D E A  #

D r:
S U B S T IT U T IO N  P E R M IS S IB L E

M A Y  S U B S T IT U T E

A D D R E S S

T E L E P H O N E  #

P H Y S IC IA N  N A M E  (P L E A S E  P R IN T ):

Facsimile Not valid for CII prescriptions
Valid only at Walgreens Mail Service

(          )

(            )

/ /

F AX  OR D ER  F OR M

INTER C OM : W ELLM U PI NO.: W LM  0 0 1

W e llm a r k  B lu e  C r o s s  a n d  B lu e  Sh ie ld *109*
1 0 9

PLEASE NOTE: B y  s u b m ittin g  th is  fo r m , y o u  h a v e  a u th o r iz e d  r e le a s e  o f a ll in fo r m a tio n  to  W a lg r e e n s  M a il Se r v ic e  

(a n d  o th e r  n e c e s s a r y  p a r tie s ) a s  r e q u ir e d  to  p r o c e s s  y o u r  p r e s c r ip tio n s  a n d  th e ir  r e fills  u n d e r  y o u r  b e n e fit p la n .

PAY M ENT INF OR M ATION

M EM B ER  INF OR M ATION

/ /

(          )

PH Y SIC IAN: P lease fax  fully completed form to Walgreens M ail S ervice: 1 -8 0 0 -3 3 2 -9 5 8 1 .

TO TH E PATIENT: P lease mak e every attempt to obtain a new  w ritten prescription from your

doctor and send it w ith an order form and payment to:

W a lg r e e n s  M a il Se r v ic e , P.O. B o x  2 9 0 6 1 , Ph o e n ix , AZ  8 5 0 3 8 -9 0 6 1

C u s to m e r  C a r e  C e n te r : 1 -8 6 6 -6 1 1 -5 9 6 1  (T T Y  for hearing impaired: 1 -8 0 0 -5 7 3 -1 8 3 3 )

If you are unable to mak e an appointment w ith your doctor, follow  these steps to obtain 

your prescription:

• F ully complete the sections below  using b la c k  in k only.

A credit card number is required at the time the form is submitted.
• H ave your doctor supply the prescription information requested using prescriber’s form.

• H ave your doctor fax  the form to the number above.

IM POR TANT: To  b e  v a lid , th e  p r e s c r ip tio n  m u s t b e  fa x e d  fr o m  y o u r  d o c to r ’s  o ffic e .

• P lease allow  2  w eek s for delivery from the date your physician fax es your prescription in.

PATIENT INF OR M ATION

I/
0
5
-0

7

-

W E L L R X

P
-5

3
3
6
 8

-0
7


