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_PELTH SERVICES, INC.

Date:
NEW RETAIL PATIENT
Patient Name:
Address:
Patient Type (check one): Resident of Delmar Gardens Villa

Employee of Delmar Gardens

| authorize Corum to deliver my prescription to the following Delmar Gardens location (place of
residence

or place of employment):

“*Please note: for Villa residents, medications will be delivered and signed for by the front desk.

DOB: Sex: Phone #:
Allergies:
SSN: Safety Caps: YES NO

Please fax a copy of your insurance card to Corum (636-733-7334).
The billing statement should be sent to: The Patient Other (information below)

Bill to: Relationship: Phone #:

Billing address:

Additional family members who will be filling medications with Corum:

14805 N. Outer 40 Road, Suite 140 - Chesterfield, MO 63017-2026 - 636/733-7300 - Fax
636/733-7334

This document may contain privileged and/or confidential information only for the use of the addressee. If you are not the addressee, or the person responsible for




