
 

 

 

 

UROLOGY CENTER OF SOUTH FLORIDA, PA 

Electronic Prescription Information 

 

 

This form must be completed in order for us to fill ANY prescription we issue. 

Please be sure you provide accurate information to us to avoid a delay in your 

prescription processing time. 

 

 

Patient name: _____________________________ 

 

 

Date of birth: _____________________________ 

 

 

Social Security number: _________________________ 

 

 

Phone number: (_____)___________________________ 

 

 

Pharmacy name: _______________________________ 

 

 

Pharmacy phone number: (_____)___________________ 

 

 

Pharmacy location:______________________________ 

 

 

I understand that it is my responsibility to provide accurate pharmacy information 

and to keep the office updated on any pharmacy changes. 

 

 

Patient Signature: ________________________________ 

 

 

Today’s Date:_______________________ 

 

 

 
Form 138 


