
 
 

PLEASE FILL OUT ALL FIELDS COMPLETELY AND SEND WITH A COPY OF THE DOCTOR’S PRESCRIPTION: 

 
by FAX/e-mail:  

 

                        Fax number: (514) 800-0675 
 

or by email with attached scanned & signed document to: 
patientservices@canmedglobal.com 

 

Or by MAIL:  

 

                         CanMedGlobal  
                         P.O. Box 92104 
                         Place Portobello 
                         Brossard, QC  
                         J4W 3K8 
                         CANADA 

YOUR ORDER 

DRUG NAME Strength Quantity Price (USD) 

    

    

    

    

*Attach an additional sheet if you require more space Shipping 

Ship to USA: 
$10.99 

  
Ship to Other Countries:   

Cost To be Confirmed  
( between $25 and $55) 

 TOTAL  

 
YOUR PRESCRIPTION(S): 

☐ Enclosed  ☐  My Doctor is faxing them to you   ☐ Please contact me      ☐ No prescription Required (OTC) 

 
PERSONAL INFORMATION:  (please print) 

YOUR FULL NAME:  ___________________________________________________        Gender:  ☐ Male   ☐ Female 

Date of Birth: ________________________(MM/DD/YYYY)     Weight: _________☐ lbs   ☐kg    Height: _______ ☐ft ☐cm 

Shipping Address:  __________________________________________________________________ 

City:  ____________________________ State:  _____________________________ 

Country:  ________________________ Zip/postal code:  _______________________________ 
 
If this profile is for a pet or an animal please define species:    _____________________ 



PHYSICIAN INFORMATION: 

Primary Physician Name: ______________________________________________________________ 

Street: _________________________________________ Phone: (        )_______________ 

City: ___________________________________________ Fax:  (        )_________________ 

 

DRUG PACKAGING: ἦ Please supply me with child resistant containers/packaging 

   ἦ No, do not supply me with child resistant containers/packaging 

PAYMENT INFORMATION: 

Payment Type:       ἦ VISA      ἦ MASTERCARD           ἦ CERTIFIED CHEQUE OR INTERNATIONAL MONEY ORDER 

CARD NUMBER:  __________________________________________________________________ 

CVV NUMBER:________________                   EXPIRY DATE:_______/_________ (MM/YY) 

Card Holder’s Name:  _____________________________________________________________ 

Card Holder’s Signature:  __________________________________________________________ 

Card Holder’s Address: ἦ same as above 

Telephone:  (        )  ____________________________ 

Email : _____________________________________________________________ 

Address:  _________________________________________________________________ 

City:  ____________________________ State:  _____________________________ 

Country:  ________________________ Zip:  _______________________________ 

 
PATIENT FAMILY MEDICAL INFORMATION: 
Have you filled out a Medical Questionnaire in the last 12 months?          Yes                 No                 Not Sure  
 
If YES are there any changes Yes (please specify) __________________________________________________  
NOTE: It is only necessary to fill out the Questionnaire once a year, as long as there are no changes.  
Please indicate if you / your family have a history of any of the following: 
 
☐ Memory Loss     ἦ Osteoporosis 
ἦ Lipid or Cholesterol Disorder     ἦ Hypertension (High Blood Pressure) 
ἦ Arthritis – Rheumatoid, Osteoarthritis, Lupus   ἦ Seizures 
ἦ Diabetes, Thyroid or other Endocrine Disorder  ἦ Psychosis 
ἦ Liver Disease     ἦ Cardiovascular (Heart or Artery Disease) 
ἦ History of Stroke     ἦ Angina 
ἦ History of Heart Attack    ἦ Cancer (describe below)     
ἦ Bronchitis & Emphysema    ἦ Hypertension       
ἦ Migraine Headaches     ἦ Other Illness 
 
If any of the above were selected please explain in more detail in the following space. 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________  



 
 
Patient Medical History 
 
Heart or artery disease including atherosclerosis, angina, palpitation, heart failure or history of heart attack  Yes  No 
Liver Disease             Yes   No 
Memory Loss            Yes  No 
Renal or Kidney Failure            Yes   No 
Immune Disorders            Yes  No 
Blood Disorders             Yes   No 
Diabetes, thyroid, or other endocrine disorder, including insulin resistance      Yes    No 
Lipid or Cholesterol Disorder          Yes    No 
Smoker              Yes   No 
Asthma or Emphysema            Yes   No 
Neurological Disorders            Yes   No 
Emotional Disorders            Yes     No 
Poor Wound Healing            Yes   No 
Rheumatoid arthritis, lupus, or connective tissue diseases        Yes   No 
Any known nutrition deficiency including minerals and electrolytes       Yes  No 
Edema (fluid retention)            Yes   No 
Glaucoma             Yes   No 
Orthopedic or muscle disorder, including fracture, joint disorder or carpal tunnel syndrome    Yes   No 
Surgery              Yes    No 
Chemical Dependency            Yes   No 
Other illness not yet noted            Yes  No 
 
Please indicate any known drug allergies you may have: 
_________________  _________________  _________________ 

_________________  _________________  _________________ 

_________________  _________________  _________________ 
 
If you answered YES to any of the above questions please elaborate below (i.e., duration of illness, any treatment or 
surgery received, amount smoked and for how long, etc.) 
 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 

 

CURRENT MEDICATIONS 
Please list all medications you are currently taking and the condition for which they are prescribed. 
Medication & Strength     Daily dosage (eg.1 tab daily)   Condition 
_______________________________   _______________________   ________________________ 
_______________________________   _______________________   ________________________ 
_______________________________   _______________________   ________________________ 
______________________________   _______________________   ________________________ 

  

 
 
 



CUSTOMER AGREEMENT 
I hereby agree to the following terms and conditions of membership (the "Terms and Conditions"), and  acknowledge and agree th at each ti me I use the services 
provided by CANMEDGLOBAL INC. ("CanMed") by such use I confirm that I have received, read and unders tood the most current ver sion of these Terms and 
Conditions and agree to and accept them. The most current version of this Agreement m ay be found at http://www.canmedglobal.com.  

 
 
Me and my Medication(s)  

1  I am of the age of majority and I am not restricted from making my own medical decisions.  
2  I will be the only person using the Prescription Medication which I order and I will use them a s prescribed.  
3  I will not order more than a 3 month supply of Prescription Medication.  
4  In the case of each and every Prescription which I entrust CanMed to arrange to be filled pursuant t o these Terms and Conditi ons, I will ensure that I have 

taken each s uch Prescription Medication, for at least thirty (30) days prior to my providing CanMed with my Pres cription for each such Pr escription Medication.  
5  I cannot return the Prescription Medication which I order for exchange or refund.  
6  A physician ("Primary Ph ysician") duly licensed to practise medicine in the country, province, territory, state, or other ap plicable jurisdiction, in  which I reside, 

will prescribe any Prescription Medication which I order. Any Prescription(s) will be lawfully obtai ned by me from  my Primary Physician, who physically examines 
me.  

7  I will, to the best of my knowledge, fully and truthfully disclose all pertinent information and doc umentation required to fi ll my Prescription(s). I will notify 
CanMed of any changes to my physical or me dical condition by providing an updated Member Questionnaire. It is my responsibility to have regula r physical 
examinations by my Primary Physician, including all suggested tests to ensure I have no medical prob lems that contraindicate my taking the Prescr iption 
Medication.  

8  I will immediately contact my Primary Physician in the event I experience any unexpected side effect (s) from the Product(s) w hich I order.  

My Information  
9  The collection, retention, disclosure and use of my personal health information by  CanMed shall be governed by the privacy policy of CanMed in effect, and as 

amended, from time to time, in the reasonable exercise of CanMed's discretion.  
10  I authorize CanMed to collect from me, my Primary Physician, an NSP or my pharmacist, and share with  any NSPs and pharmacists which fill my Prescription(s) 

or any physician who co -signs or re -writes my Prescription(s), my personal health information, for the purposes of facilitating the fill ing of my Prescription(s) . 
NSPs may also share my information wi th each other in order to fill my Prescription(s) and promote safety.  

Dispensing  
11  CanMed and the NSPs which fill my Prescription(s) are relying on the health information and document ation that is provided by  me. This includes, but is not 

limited to, my Memb er Questionnaire and all other related information I forward to CanMed.  
12  In all cases, CanMed must receive a valid Prescription for fulfillment, and in some cases, a Prescri ption must be re -written or co -signed by a physician licensed 

to practise medicine in the jurisdiction in which the NSP filling my Prescription(s) operates. In the event my Prescripti on must be so re -written or co -signed, the 
co-signing physician will evaluate my medical profile and may approve my Prescription, but is in no pos ition to m odify the Product(s) which I order. This 
relationship does not replace the relationship I have with my Primary Physician.  

13  When possible, any Prescription Medication which I order will be in original manufacturer's packagin g that may or may not be in child  resistant packaging, and I 
must indicate if I choose or choose not to have child resistant packaging supplied.  

14  An NSP may substitute a generic Prescription Medication for a brand name Prescription Medication, wh ere available, unless my Primary Physician has indicated 
there be no such substitution.  

15  Habit forming, narcotic, or any other controlled Prescription Medication are only available where pe rmitted to be delivered o r picked up at the location of the 
NSP filling my Prescription(s).  

16  The sale to me ta kes place in the jurisdiction in which the fulfilling NSP operates, and I become the owner of the Pr oduct(s) when the NSP pla ces the Product(s) 
in a container or otherwise completes the steps necessary to prepare it for my use. I am then respon sible for pe rsonally importing the Product(s) to my address 
in the jurisdiction in which I reside. Any steps connected with transportation are carried out by me  or by someone acting as agent on my behalf.  

17  The pharmacists, contracted physicians and NSPs are located an d licensed to practise pharmacy or medicine, as the case may be, in various jurisdictions. All 
treatment I receive from each of the said pharmacists, physicians and NSPs is being received in the jurisdiction in which eac h such pharmacist, physician or NSP 
is licensed and/or operates.  

Release & Disputes  
18  I agree that any and all agreements reached, or contracts formed, throughout the course of my relati onship with CanMed shall be deemed to be made in 

Antigua , and accordingly shall be governed by the laws of Antigua applicable to such agreements and contracts, and I acknowledge that I am benefiting from 
such laws by engaging CanMed to arrange for my order(s) to be filled.  

19  Any dispute that arises between myself and CanMed, its affiliates, related companies, su bsidiaries, officers, directors, shareholders, employees or agents, shall 
be governed by the laws of Antigua applicable to contracts formed in the Antigua, provided that the courts of the Antigua sha ll have sole and exclusive 
jurisdiction over any such dis pute, including but not limited to, claims of negligence or malpractice. If I am a consumer located in the United States at t he time 
of the order, I may choose instead to refer the dispute for binding settlement to the American Arbit ration Association, and  the supplementary rules for 
consumer -related disputes shall apply. One arbitrator will then decide the matter in accordance with the subs tantive law of Antigua. T he arbitration shall be 
governed by the substantive law of Antigua, and evidentiary privilege s under the law of Antigua (such as solicitor -client) will apply as well. No action or claim 
may be brought more than a year after I receive the Product(s) which I order.  

20  The dispute settlement provisions contained in these Terms and Conditions shall surv ive regardless of the invalidity of these Terms and Conditions in whole or 
in part.  

21  Where either CanMed or I am liable to compensate the other, the amount is restricted to recovering t hose actual losses recove rable by the laws of the 
Bahamas, and not any punitive or exemplary damages.  

22  Any provision in these Terms and Conditions that is invalid or unenforceable shall be deemed to be s everable from the other p rovisions contained in these 
Terms and Conditions.  

23  CanMed, and the NSPs, disclaim any and all repr esentations and warranties, whether express or implied, with respect to the Program and my participa tion in it.  
24  I release, discharge , indemnify and hold harmless each of CanMed, the NSPs, the MSRs, each of their respective subsidiar ies, affiliates, and supp liers, and each 

of their respective officers, directors, shareholders, agents and employees from any and all liabili ty, claims, cau ses of actions or damages of any kind, whether 
direct, indirect, consequential, incidental, punitive or otherwise, however caused and regardless of  the theory of liability,  arising from or due to:  

1.  any act, error or omission on the part of any third party who is appointed as my agent pursuant to these Terms and Conditions;  
2.  termination of the Program and/or my participation in it;  
3.  errors made by prescribing physicians;  
4.  any problems that arise from my failure to provide full and accurate information in acc ordance with these Terms and Conditions;  
5.  side -effects I experience from the Product(s) which I order;  
6.  the failure of the Product(s) which I order to produce a particular effect that I or my physician ex pect or desire;  
7.  any errors or omissions by the NSP that fills my Prescription(s); and  
8.  these Terms and Conditions or my participation in the Program except where my loss is caused by CanM ed's own actions (and not  those of 

other persons such as NSPs, pharmacist, prescribing physicians, me or my agent, etc) and CanMed is liable for the loss under the laws of 
Antigua, taking into account all limitations or defences, including those stated in these Terms and Conditions.  

25  These Terms and Conditions constitute the entire agreement between CanMed and myself, and Ca nMed and I have no additional obligations or liabilities to one 
another due to any other statements we may have made prior to my agreeing to be bound by these Terms  and Conditions.  
 
 

Initials:   

 
I hereby confirm that the above information is true and accurate as of the date hereof. 
 
_________________________________________                                            _____________________________________ 
Patients Full Legal Name (Print)               Patients Signature 


