Prescriber Instructions: Please complete and fax
Nﬁ-&g@@.ﬁ&& Ristrihian Duest this form to 855-828-1492.
(Cyanocobalamin, USP) Nasal Spray Enrollment Form If you have any questions, please contact
ProCare PharmacyCare at 855-828-1488.

(1) PATIENT INFORMATION — fo be completed by patient
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By providing your e-mail address and telephone number(s), you are authorizing ProCare PharmacyCare to contact you by e-mail, phone call, or SMS fext message at the address/
phone number(s) you provide fo convey information rclonng to fulfillment of your prescription. If you wish to alter or update the personol contact information you have pruvrded
above, if you wish to cancel your authorization for receiving communications from ProCare PhormucyCare or if you wish to cancel your participation in the Nutrition Direct™
program, please contact ProCare PharmacyCare at any fime at 855-828-1488. You may opt out of receiving SMS text messages by texting STOP to 78600 from your mobile device.
This authorization will expire one year from the date of this form.

@R:sg;g;;gﬁ AND NASCOBAL® NASAL SPRAY

INFORMATION — to be 500 meg/spray
completed by prescriber, 1 spray, 1 nostril, 1x a week
-or-

attach your office

prescription to the BariActiv® SUPPLEMENTS'

Disp #1 pack containing 4 single-use nasal spray devices

lower half of this form, (Multivitamin; Calcium + D, and Magnesium; lron + Vitamin C)
FOF> WChewables O Tablets + Capsules
ePrescribe to G
ProCare PharmacyCare
Miramar, FL 33025 Rl &
Pharmacy
Healthcare information is personal
and sensitive information. This Prescriber
o Name
communication and any attachments
centain confidential information NPl Office Contact
and are intended for use by Name
ProCare PharmacyCare only. If Prascribar Brascriber
you are not the intended recipient, Phone FAX
any dissemination, distribution, or Prescriber

copying is sfrictly prohibited. If you i
received this communication in error,
please nolify ProCare PharmacyCare (S State ZIp
by FAX or phone immediately.
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'If changes are necassary, please ¢ |orf n 'Notes to Pharmacy' section.

(3) PRESCRIBER — completed form to 855-828-1492

*Patients may redeem this offer ONLY when accompanied d by a valid prescription. Offer is valid for costs exceeding $25 up to a maximum benefit of $100. In certain
circumstances this offer may also cover the first $25 of costs up fo @ maximum benefit of $150. Offer is not valid for patients whose prescriptions are reimbursed in
whale or in part under N\ed\cmr‘ Medicare, !'\/’.Pcna"]p VA, D:D TRICARE, or any other federal or stale programs (such as mbc‘ al assistance programs| or where
otherwise pronibited by law. Of fer is not valid in VT or where prohibited in whole o in part. This offer may be amended or ended at any lime without nofice.




