
 

Customer Order Form 

Medical Practitioner 

Doctor’s Name: Tel Number:  

Office/Clinic Name: Fax Number:  

Contact Name: Email:  

  

Billing Address: Shipping Address: 

Street:   

City: State/Province:   

ZIP Code:   

Country:   
 

Product 

Drug Name Quantity Cost Total 

    

    

    

    Credit Card Info 

Card Holder's name 

 Card Number 

 Expiration Date 

 Verification Code 

 Card Billing Address 

  

 

 


