Welcome to the mail service prescription program provided by MILA Managed Health Care Trust Fund through the NYSA-ILA Medical
Center of Newark. This program offers a convenient, less expensive way to order prescribed maintenance medication for direct home
delivery. We are pleased to extend this service to you and look forward to fulfilling your prescription needs in the future.

[ ]
Instructions For Use It's Important! Have You...
Included Employee/Retiree Social Security
Number?
Enclosed your money order, personal check,
VISA, Discover or MasterCard number if
For Refills, complete one Patient Information applicable?
Section for each person and indicate Prescrip- Enclosed original prescription(s)?
tion Numbers to be refilled. Signed where appropriate?
INCOMPLETE ORDER FORMS WILL BE RETURNED TO YOU.

For New Orders or Patient Information
Changes, complete one Patient Information
Section for each person.

uestions? Number of Prescriptions Enclosed
CALL TOLL FREE New (Brand $15/Generic $5)

1 - 888 - NYSA' I-A Refills (Brand $15/Generic $5)

(1-888-697-2452)
Monday through Friday 9:00 a.m. - 5:00 p.m. Co-Pay Amount Enclosed $

To Be Completed For Refills

(Print Prescription Numbers in the spaces provided.)

If your label reads "NO REFILLS REMAIN--CALL YOUR DOCTOR," you should contact your doctor and request a new prescription.

Method of Payment (If Applicable)
|:| Money Order, Personal Check or Cashier's Check (Make check payable to NYSA-ILA Medical Center of Newark)

|:| VISA D MasterCard |:| Discover

Credit Card Number Exp. Date
X

Cardholder's Signature

NYSA-ILA Newark Medical Center Pharmacy

P.O. Box 5728 ,
Newark, NJ 07105-5728

1-888-NYSAILA

(1-888-697-2452)




Employee/Retiree Information

Check One: 0 Employee [ Retiree UcoBra
PHARMACY ID, CARD NUMBER EMPLOYEE/RETIREE SOCIAL SECURITY NUMBER

LAST NAME FIRST NAME MIDDLE INITIAL

SHIP TO THE ADDRESS BELOW. [] Please check here if this is a change of address.
STREET APT. # CITY

ZIP CODE DAYTIME PHONE

I certify that information on this form is correct.

X

Employee/Retiree Signature

Patient No. 1 Information

LAST NAME FIRST NAME MIDDLE INITIAL

DATE OF BIRTH RELATIONSHIP TO EMPLOYEE/RETIREE IS THIS YOUR FIRST MAIL ORDER PRESCRIPTION?
O serr Ospouse 3 cHILD [ COLLATERAL DEPENDENT O ves O no

CIASPIRIN -~ € J,gODBIhE"L}PEN N OsuroNavipes CloTHeR

PHYSICIAN INFORMATION 1
LAST NAME FIRST NAME MIDDLE INITIAL | PHONE
NUMBER (

Patient No. 2 Information

LAST NAME FIRST NAME MIDDLE INITIAL

DATE OF BIRTH RELATIONSHIP TO EMPLOYEE/RETIREE IS THIS YOUR FIRST MAIL ORDER PRESCRIPTION?
Oser Ospouse O cunp [0 COLLATERAL DEPENDENT O no

ﬁﬁiﬁﬁ T

PHYSICIAN INFORMATION
LAST NAME FIRST NAME MIDDLE INITIAL

NUMBER (

Patient No. 3 Information

LAST NAME FIRST NAME MIDDLE INITIAL

DATE OF BIRTH RELATIONSHIP TO EMPLOYEE/RETIREE 1S THIS YOUR FIRST MAIL ORDER PRESCRIPTION?
O serr Ospouse [ cHD [ COLLATERAL DEPENDENT O ves O ~o

Claseiy - Clcopeme Ol pewiauun - Ol suroNaMmes  CIOTHER:

PHYSICIAN INFORMATION
LAST NAME FIRST NAME MIDDLE INITIAL PHONE
NUMBER (




