
 
 
Easy Mail Order Steps: 
 

1) Complete the patient profile form.  Be sure to fill out completely and sign. 
2) Mail the patient profile form, original prescription(s) and form of payment to: 

 
Kmart Pharmacy #7071 
500 Atlantic Blvd. 
Neptune Beach, FL  32266 
 

3) Receive your prescriptions within 10 business days of your original order! Your prescriptions will be 
filled within 48 hours of receipt and delivered to you by First Class Mail or United Parcel Service. 

 
 
For additional details about our Kmart Mail Order Service, covered medications, or the cost of your 
prescriptions, please call our Mail Order Pharmacy at 1-800-797-7979. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
PATIENT INFORMATION 
 
Patient  Name  __________________________________________________________ 
    Last    First    M.I. 

Date of Birth  ____________  Sex:  M  /   F   (please circle) 
 

Address  ______________________  City  _____________  State ___  Zip  _________ 
 

Daytime Phone #  (___) ___________   Home Phone #  (___) ____________  
 
Drug Allergies:     None      Penicillin      Codeine      Sulfa      Aspirin      Other_______ 
 
Prescribers Name  ___________________ Phone #  (___) ____________ 
 
**Please note Child Proof caps are used on all prescription bottles for safety in shipping. 

 
 

INSURANCE INFORMATION 
 
 

Company / Organization Name  ________________________ 
 

Patient ID #  ______________________ 
 

Group #  (if applicable)  _____________ 
 

    Cardholder         Spouse         Child          Other 
 

Phone #  (___) ____________ 
 
 

PAYMENT INFORMATION 
 
    Kmart Card       Sears Card       Mastercard       Visa       Discover       AMEX        Check/Money Order 
 

Credit Card #  __________________________________  Exp. Date  ______________ 
 

CVV / CVC # (from back of credit card)  _____ 
 
 

Number of Prescriptions Enclosed  _______ Total Dollar Amt Enclosed $ __________ 
 

 
PLEASE NOTE & SIGN     PLEASE NOTE & SIGN 
 
I certify that the information provided on this form is  I authorize Kmart to substitute generic drugs in all  
correct and authorize the release of all information  cases legally permissible in accordance with applicable  
to the plan administrator.     laws. 
 
 
Signature  ________________________Date: _________  Signature  ________________________Date: _________ 
 

 
Mail completed form and prescriptions to: Kmart Pharmacy #7071 

500 Atlantic Blvd. 
Neptune Beach, FL.  32266 

 
Questions??  Call 1-800-797-7979  Monday thru Friday 10:00am to 6:00pm EST 


