
	
	



	



We are your preferred 

PHARMACY SERVICE
Advantage Care Pharmacy Services is a family-owned  and 

operated business. Small enough to know you, large enough 
to serve you.

tel: 1-888-552-2779 | fax: 1-844-519-4950 

email: enrollment@acprx.ca

www.acprx.ca



PERSONAL INFORMATION

Last Name	 First Name

Date of Birth	 Gender      Male       Female 

Name of the Long-Term Care Home
City Province

	

 First Name

Relationship to Resident

Address Suite

City Province

Postal Code	 Home Number #

Cell Number #	 Email 

	

 Veteran’s Affairs Canada #

OTHER INSURANCE INFORMATION

Insurance Company	 Group #

	 Cardholder Relationship

PAYMENT INFORMATION (please select one)

	
Expiry date:Name of cardholder

     Online banking (Please attach a void cheque)

CONSENT INFORMATION

I,  (name of Resident/POA) authorize Advantage Care 
Pharmacy Services to submit health and billing information on my behalf for provision of medications and 
transfer my prescriptions from my current pharmacy if applicable. 

Signature Date

     Please notify me whenever an uncovered medication is ordered  Please proceed with non-covered medication without notifying me 

BILLING CONTACT OR POA  

Last Name First Name

Address Suite

City Province

Postal Code Home Number #

Cell Number # Email 

*Please provide a copy of your insurance card for easy enrollment, if possible
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