
          Wegmans Pharmacy #162  
650 Hylan Drive  

Rochester, NY 14623  
Phone: 585-424-7350  

Fax: 585-424-7540  
Email: Pharmacy.Store062@wegmans.com 

                                             In the event of an emergency, please do not use email. 
 

      
 

 
 Patient Information (please print clearly)  

 
 Student Name 
 
  
Last  First  MI  

 
 Gender  ¦ Female  ¦ Male  
 
 Date of Birth 
 
  
Month  Day  Year  

 
 Medication Allergies __________________________________________________________________ 
 
 Home Address (For insurance purposes) 
 
 
 Street  

 
 
 City    

 
 Preferred Contact Information  
 
 
 Cell Phone Number  

 
 
 email (if hearing impaired only) 

 
 Insurance Information  
 
Name of Insurance___________________________________________________________________ 
 
Member/ Subscriber ID Number_______________________________________________________ 
 
RX Bin Number________________________________________________________________________ 
 
RX PCN Number (if Provided)__________________________________________________________ 
 
RX Group Number____________________________________________________________________ 
 
Member/Pharmacy Services number on back of insurance card________________________ 

 
 



Email: Pharma
In the event of an e  

 
 
 
 
 
 
 
 
 

Authorization for Release of Medication  
 

I authorize Wegmans Food Markets, Inc. to release my prescriptio
the RIT Student Health Center. The Health Center will hold my p
I pick it up or for 10 days, whichever is less. 
 
Wegmans Pharmacy is unable to take prescription medication bac
Wegmans Pharmacy counter. 

 
 
 

Patient Information (please print clearly) 

Student Name 
  

 Last First 

 

Date of Birth 
    

 Month Day Year  
 
 

Contact Information 
  

Cell Phone Number Other Phone Number 
  

email  
 
 
 
 

Signature 

X  

 Date 
 

Wegmans Pharmacy #162 
650 Hylan Drive 

Rochester, NY 14623 
Phone: 585-424-7350 

Fax: 585-424-7540 
cy.Store062@wegmans.com
mergency, please do not use email.
n medication to 
rescription until 

k once it has left 

 

MI 

 

 

mailto:Pharmacy.Store062@wegmans.com


 This form authorizes the use of a credit card to perform transactions that result in delivery to patients from the store.

 If you wish to fill prescriptions for multiple patients, please fill out multiple forms

Patient Information: 

First Name         MI     Last Name   Suffix   Date of Birth (MM/DD/YYYY) 

/ / 

Permanent Address   Gender:    Male   Female 

City  State     Zip Code 

Email Address (for shipping notification)  Preferred Phone Number 

(   ) 

)
  Check one:    Home      Cell 

Delivery Information (if different from address above): 

Delivery Address (only if different than permanent address)    

City  State     Zip Code 

Payment Information: 

Credit Card Number   Expiration (MM/YY)     Card Type: 

Card Holder’s First Name     MI      Card Holder’s Last Name     Suffix     Date of Birth (MM/DD/YY) 

Billing Address  

City  State     Zip Code 

Please choose one of the following options: 
 Place the credit card information above on file for recurrent use for only the patient associated with this order. 
 Place the credit card information above on file for the recurrent use for the patient associated with this order and future orders 
for additional patients. (List additional patients below) 

Additional Patients: 
First Name       MI      Last Name    Suffix           Date of Birth (MM/DD/YYYY) 

/ / 
First Name   MI      Last Name    Suffix            Date of Birth (MM/DD/YYYY) 

/ / 
First Name       MI      Last Name   Suffix           Date of Birth (MM/DD/YYYY) 

/ / 

By signing below, I authorize Wegmans to charge the credit card identified above for this order and all future 
orders associated with this patient and additional patient(s) listed above, and that at my verbal request; 
Wegmans may update my billing address and/or credit card expiration date on file. 

Cardholder Signature__________________________________________Date:______________________ 

/      American Express®       Discover®     MasterCard®  Visa® 

/ / 

Pharmacy Delivery Service Credit Card Authorization 

RIT Student Health Center
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