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. - ‘;’ 26331 Asuncion Drive, PuntaGorda, FI 33983
Phone: 1-941-764-0030 Fax: 1-775-417-4169

General Information:

MedicDiscount Inc. would liketo thank you for giving usthe opportunity to serveyou. We consider serving your phar-
macy needsto be both an honor and atrust. To provide you with the very best of care, we must ask for somebasic
information regarding your medical history. Pleasetakethetimeto read and understand dl of thefollowing information
and answer each questionto the best of your knowledge. If you have any questionsregarding any of thisinformation,
please contact us.

1. Wedonot fill prescriptionsfor controlled substances such as benzodiazepines, narcotics or amphetamines.

2. Wedo not ship drugsthat requirerefrigeration.

3. Somedrugsavailableinthe United Statesmay not be availablein Canadaand, therefore, are not availablefrom us.
4. Lawsgoverning the sale of drugsin Manitoba, Canada, requirethe substitution of brand namedrugswith generic
equivaents. These generic versonsare deemed therapeutically identical to the brand namedrug by experts. We, there-
fore, make generic substitutionswhere appropriate. Thiswill help to save you even more money onyour purchases.
Pleaseremember to specify in thespaceon the Order Form.

5. All prescriptionsmust be co-signed by adoctor licenced in Canada. Your current and accurate medical information
will assist the Canadian doctor in thistask. He/shemay need to contact yourself or your regular doctor.

6. Lawsrestrict usto shipping not more than a3 months supply of medications.

7. Before shipping any medi cationsto you, you must have had aphysica withinthelast year.

8. Pharmacy lawsin Manitoba, Canada prohibit usfrom accepting any medication(s) for return or refund. All
sdesarefinal.

9. Werequireyou to havetaken amedication for at |east 30 days before ordering the samedrug fromus.

10. All dollar amountsquoted arein US currency.

11. We accept MasterCard, Visaand money orders.

12. Our hours of operation are Monday to Friday, 9:00 AM to 5:00 PM Central time.

13. Sinceyour credit card will be debited through a Canadian bank, be sureto check that thereare no restrictionson
your card preventing this. Thiscould lead to delaysin your order processing.

How ToOrder:

1. Completeal six (6) formsby answering the questions.

2. Fax or mail the completed formsal ong with your prescription(s) to the number or addressabove. Wewill
then verify your prescription(s) with our Medica Team (Doctor, Pharmacistsand Technicians). Your order will
be processed and shipped within approximately 36 hoursfrom being received.

3. Simply wait. Your order should arrive at your homein about 7 to 10 working days. If you have any
guestions, feel freeto contact usbetween 9:00 AM and 5:00 PM Central time, Monday to Friday.

Patient’sName Patient’sSignature
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Consent Form:

| hereby agreethat:

1) | anof theageof mgority inthejurisdictioninwhich I ordinarily reside (“My Placeof Resdence’).

2) | amnot restricted from making medica decisonsunder thelawsof My Placeof Residence.

3) | confirmto RiverCity Medsthat the pharmaceutica (s) ordered by me (“the Ordered Product”) were prescribed by aduly
quaifiedmedicd practitionerinMy Placeof Resdence (“My Doctor”).

4) | havenot violated any lawsin My Place of Residence, in obtaining the prescription for the Ordered Product.

5) | confirmthat the Ordered Product will not be used except asprescribed by My Doctor.

6) | acknowledgethat the Ordered Product cannot bereturned for refund or an exchange asoutlined under

Regulation 23 Subsection 1 of the ManitobaPharmaceutica Act.

7) | confirmthat no other person other than mewill usethe Ordered Product.

8) | rdeaseand discharge RiverCity Meds, and dl of itsofficers, directors, agentsand employeesfromany liahility,
clamsor causesof actionwith respect of the use or gpplication of the Ordered Product by me.

9) | agreethat therel easein the preceding paragraphisintended to benefit and protect any Canadian Physician

retained by RiverCity Medstoissuethe prescriptionin Canadaasdirected by My Doctor.

10) I acknowledgethat no child protective packaging will beused by RiverCity Medsand agreethat | amassumingal
repong bility inregard to the samefrom themoment of ddlivery by the company or agency responsiblefor

trangporting the Ordered Product (“ TheCarrier”).

11) | rdeaseand discharge RiverCity Medsand al itsofficer, directors, agentsand employeesfrom any and dl causes
of actionwith respect to errorsor omissionsby TheCarrier.

12) | hereby grant aLimited Power of Attorney to adesignated agent of RiverCity Meds, for the purposeof sgning any
documentsasrequired by thelawsof the Province of Manitoba(Canada), that are deemed by RiverCity Medsto be
necessary to permit thedelivery of the Ordered Product to me, inthesamemanner asl could, if | personally attended
a RiverCity Meds placeof busnessin Manitoba, Canada.

13) | hereby attorntothejurisdiction of Manitobaand agreethat any disputethat arisesbetweenthemeand RiverCity
Medsshall begoverned by thelawsof the Province of Manitobaand the Federal Government of Canada, asapplicable.
14) | further agreethat if any disoute, shdl arise betweenthemeand RiverCity Meds pursuant tothisAgreement asto
therightsof liabilitiesof thepartiestothisAgreement, then every such disouteshal bereferredtoasinglearbitrator if
the partiescan agree upon one. Otherwise, upon motion of ether party to any Judge of the Court of Queen’sBenchfor
Manitoba, suchjudgeshal beentitled to nameasnglearbitrator, whose gppointment shdl befinad and binding upon
theparties. Indl repects, subject tothetermsof thisagreement, The Arbitration Act of Manitobaand amendments
thereto shal govern such proceedingsand thearbitrator shall beentitled tofix and gpportion liakility for thecostsof
thearbitration. Theaward or determinationthat shall bemadeby thearbitrator shal beabsolutely find and binding

upontheparties.
Peasenotethat dl prescriptionsarefilled by RiverCity Meds, 100 Browning Blvd., Winnipeg, Manitoba, Canada. R3K OL7
Phone: 889-3981 ManitobaPharmaceutica Association License#32128

By sgningthisdocument I confirmthat | haver ead and under sood thesetermsand that they aretrueand correct and |
agreethat thetermsherein arebindingon meand my heir s assgns, successor sand per sonal repr esentatives.

Signature Pleaseprint name Date Y/M/D
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Medical History:

Family Medical History:
Doyou haveafamily history of any of thefollowing conditions?1f you answer yes, please describethem briefly inthe
space provided.

M edical Condition No | Yes| Description

Heart disease

Kidney disease

Liver disease

Lungdisease

Eyedisease

Your Medical History:
Doyou currently suffer fromany of thefollowing conditions?1f you answer yes, please describethem briefly inthe
Space provided.

M edical Condition No | Yes|Description

Heart (heart failure, heart attack)

Kidney

Liver

L ung (asthma, emphysema)

Eye(glaucoma)

Cardiovascular (high or low blood pressure)

Cancer

Emotiond

Thyroid

Immunologicd (tissueheding)

Blood (bleeding disorder)

Nutritona (€l ectrolyte deficiencies)

Other (please specify)

Patient’s Name Signature
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Drug and Allergy History:

PleasePrint clearly.
DrugHistory:
Pleaselist dl themedicationsyou are currently taking and the condition eachisused to treat.

Nameof Drug Strength | How Longon Med Medica Condition (if known)

N|jo|ga|,r|lw] NRF

DrugAllergies:
If you have suffered an allergic reaction to any drug, pleaselist them below aong with thetype of reaction
experienced.

Drug Reaction
Doyousmoke? No Yes  Howmuch?

Doyoudrink dcoholicbeverages? No___ Yes ~ Howmuch?
Doyoudrink caffeinated beverages? No___ Yes ~ Howmuch?
Haveyou had any vaccinations? No Yes  Ligt

Whendidyoulast visit your Doctor?

Patient’ sName Patient’sSignature
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Patient I nfor mation:

Pleaseprint clearly

Surname Dateof Birth (Year/Month/Day)
MiddleName Weght

First Name Sex

Street Address Doctor’sName

City Doctor’'sAddress

State Zip Doctor’sPhone

Email Address Typeof Credit Card (MasterCard or Visa)
Phone (Home) Name A ppearance on Card
Phone (Work) Card Number

Age Card Expiration Date
Patient’sFull Name Patient’sSignature

Pleasenotethat all prescriptionswill bedispensed and shipped by River City M edsand assuch River City

Medswill bethenamethat appear son your credit card statement.
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Order Form:

Pleaseprint clearly.

Brand Name of Medication Requested Medica Condition (if known) Strength | Quantity Price
1.

2.

3.

4.

5.

6.

7.

8.

Shippingand Handling $12.00
TOTAL (all amountsarein USdoallars)

IMPORTANT: | accept generic substitutionsfor namebrand medications. YES NO

| would like counseling from a phar macist regar ding the use of my medications. YES NO
Name of Medication Currently Being Taken Medica Condition For Which MedicationisTaken
1

2.

3.

4.

S.

6.

1.

Patient’sName Patient’sSignature



