
REGISTRATION & PRESCRIPTION ORDER FORM
Use black ink only. Enclose form with prescription(s) and payment.

*12000000WHPWHP803*
1 2 0 0 0 0 0 0 W H P W H P 8 0 3 

RxGrp512219 Int +WHP UPI WHP803

EMPLOYEE/RETIREE INFO. Suffix extension o Patient needs snap-on caps
o Male o Female if on ID card o Patient needs Spanish vial labels
ID Number (Important -
copy from ID card)

Generic $* $

 cut here "

Rx Type No. Cost (ea.) Subtotal

Name (First, Last) Date of Birth (MM/DD/YYYY)

Shipping Address (Please do not use P.O. Box) Daytime Phone
(          )

City State ZIP Code Evening Phone
(          )

E-mail Address Dr. Name Dr. Phone (Required)
(          )

ALLERGIES: o No known o 32-Codeine o 70-Penicillin
o 87-Sulfa o 93-Tetracycline o Other (list):
HEALTH CONDITIONS: o No known o 200-Diabetes o 300-Hypertension
o 400-Heart disease o 500-Glaucoma o 600-Stomach disorders
o 700-Thyroid disease o 800-Arthritis o Other (list):

It is standard pharmacy practice to substitute
generic equivalents for brand-name drugs
whenever possible. Walgreens Mail Service will
dispense an FDA-approved generic equivalent
whenever available, permitted by your prescriber,
and allowable by law. If you do not want a
generic equivalent, please call our Customer
Care Center number to advise.

Credit Card Number

Credit Card Expiration *Please refer to your Summary Plan
(MM/YY)                                                              Description for copayment amounts.

Preferred Brand $* $

Non-Preferred Brand $* $

$
TOTAL AMOUNT ENCLOSED $

Turn page and complete dependent info. on the other side of this form.

/ /

/

PAYMENT – CHECK OR CREDIT CARD (VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS)

 cut here "

Mail Service Pharmacy Tips
• Com pl e te  a t ta ch e d re g is tra ti on  fo rm .  You  ma y als o

reg is t er y o urse l f (a n d de p en de n ts , if ap p li ca b le ) at
www.m y wh i. c om .

• New p res cri pt io n s mu s t be  ma il e d to  th e mai l
s ervi c e ph a rm ac y .

• For l o ng -t e rm  m e di ca t io ns  yo u nee d rig ht  away :  a sk
y ou r doc to r f or two pre sc rip ti o ns —o n e fo r a  s m al l
s up pl y  t o fil l at a parti c ip at i ng  re ta il  ph arm ac y,  an d
o ne  f o r a lon g-t erm sup pl y  t o fil l throu g h th e  m ai l .

• I f two  o r more pre sc rip ti o ns  a re se n t in  fo r mul ti p le 
f am il y  m em b ers,  th e pre sc rip ti o ns  wi ll  b e  s hi p pe d, 
a s a sin gl e  o rd e r,  t o  a n adu lt  fa mi l y me m be r at th e 
a dd re s s gi v en  o n  t he  orde r f orm . If  yo u pre fe r
d if fe ren t shi pp i ng  a rra ng e me nt s  f or priv a cy  o r o th e r
rea so n s,  p l ea se  co nt a ct  o u r Cu s to me r Care  Cen t er.

• M os t ord ers  a re  sh ip p ed  b y  U.S.  Pos t al  Se rv ic e .
Con tro ll ed  su bs t an ce s  m ay  re qu i re  a n  a du l t
s ig na t ure upo n rec ei p t.  Pa ck ag i ng  d o es  n o t sh o w
a ny  i n di ca t io n tha t med ic a ti on s  a re  en cl o se d. 

• All ow 2 we e ks  f o r de l iv ery .
• Eme rg e nc y pre sc rip ti o ns  c a n be  sh ip p ed  o v erni g ht .

Ple as e  c al l  o ur Cu st o me r Care Cen te r.
• I nc lu d e pa y me nt , if ap p li ca b le  t o  a vo i d an y  d el a ys .

Ple as e  d o not  s e nd  c a sh .
• M ak e che ck s  p ay a bl e to Wa l gree n s Ma i l Se rvi ce . 

Cre di t  c ard s ac c ep te d .
• To sa v e ti m e,  p l ea se  as k you r doc to r f or a ne w

wri tt e n pre sc ri p ti on .  Upo n  req u es t,  Wa lg ree ns  Ma il 
Servi c e wi l l at t em pt  to  t ran sf e r pre sc ri p ti on s  wit h 
ref il l s re m ai ni n g.  Pl ea se  ca ll  ou r Cus to m er Ca re 
Cen te r.

Customer Care Center:
1-866-855-5446 (TTY: 1-800-573-1833)

Monday–Friday, 7:00 a.m. – 5:00 p.m. (Pacific)
Refills by Phone:

1-800-RX-REFILL (1-800-797-3345)
(en español: 1-800-778-5427)

Internet:
www.mywhi.com

Mail to: Walgreens Mail Service P.O. Box 5957, Portland, OR  97228-5957

City of Salem

Walgreens Mail Service



*12100000WHPWHP803*
1 2 1 0 0 0 0 0 W H P W H P 8 0 3 

 cut here "

Please Note: By submitting this form, you have authorized
release of all information to Walgreens Mail Service (and
other necessary parties) as required to process your prescriptions
and their refills under your benefit plan.

Thank you for your order.

 cut here "

Shipping Address (if different than employee/retiree) Daytime Phone
(          )

City State ZIP Code Evening Phone
(          )

E-mail Address Dr. Name Dr. Phone (Required)
(          )

ALLERGIES: o No known o 32-Codeine o 70-Penicillin
o 87-Sulfa o 93-Tetracycline o Other (list):
HEALTH CONDITIONS: o No known o 200-Diabetes o 300-Hypertension
o 400-Heart disease o 500-Glaucoma o 600-Stomach disorders
o 700-Thyroid disease o 800-Arthritis o Other (list):

Name (First, Last) Date of Birth (MM/DD/YYYY)
/ /

 DEPENDENT INFO. Suffix extension o Patient needs snap-on caps
o Male o Female if on ID cards o Patient needs Spanish vial labels

Shipping Address (if different than employee/retiree) Daytime Phone
(          )

City State ZIP Code Evening Phone
(          )

E-mail Address Dr. Name Dr. Phone (Required)
(          )

ALLERGIES: o No known o 32-Codeine o 70-Penicillin
o 87-Sulfa o 93-Tetracycline o Other (list):
HEALTH CONDITIONS: o No known o 200-Diabetes o 300-Hypertension
o 400-Heart disease o 500-Glaucoma o 600-Stomach disorders
o 700-Thyroid disease o 800-Arthritis o Other (list):

 DEPENDENT INFO. Suffix extension o Patient needs snap-on caps
o Male o Female if on ID cards o Patient needs Spanish vial labels

Name (First, Last) Date of Birth (MM/DD/YYYY)
/ /

Customer Care Center:
1-866-855-5446

(TTY: 1-800-573-1833)
Monday-Friday, 7 a.m. – 5 p.m. (Pacific)


