
Good Value Pharmacy 
Great Value! Better Service!

Larsen-Mayer Festival Foods MedCare West Racine
           3825 39th Avenue            3207 80th Street 9916 75th Street             5220 Washington Avenue
          Kenosha, WI 53144       Kenosha, WI 53142        Kenosha, WI 53142             Racine, WI 53406
        Phone: (262) 658-8124    Phone: (262) 697-5744     Phone: (262) 925-0201    Phone: (262) 632-6561
         Fax: (262) 564-8667         Fax: (262) 697-5749        Fax: (262) 925-8373      Fax: (262) 632-6505

How did you hear about us? □ Word-of-mouth □ Online □ Print Ad □ Expo/Event     
 □ Saw Sign or Pharmacy □ Reference: _________________ □ Other: ________________

Name: ___________________________________   Sex: □ Male □ Female
Address: ________________________  City: ________________ ZIP: ________
Home Phone: (____) ____________    Call When Ready: □
Cell Phone: (____) ____________         Text When Ready: □
Date of Birth _____/_____/_____    Last 4 digits of SSN #: _________

Cap Preference:   □ Easy Off   □ Childproof

Are you pregnant or planning on becoming pregnant in the near future?   □ Yes   □ No   □ N/A

Drug Allergies and Drug Reactions (please check all that apply)

                  Drug                   Reaction         Drug                  Reaction

□ No Known Allergies      □ Egg _____________
□ Aspirin _____________   □ Morphine _____________
□ Cephalosporin _____________   □ Penicillin _____________
□ Codeine _____________   □ Sulfa Drugs _____________
□ Other: ______________ _____________   □ Other: ____________ _____________

Current Medical Conditions (please check all that apply)

        □ No Chronic Medical Condition         □ Headaches / Migraines (G43.901)
        □ Asthma (J45.909)         □ High Blood Pressure (I.10)
        □ Blood Clotting Disorder (D68.9)         □ High Cholesterol (E78.0)
        □ Depression (F33.8)          □ Insulin Dependent Diabetes (E10.9)
        □ Glaucoma (H40.9)         □ Non-Insulin Dependent Diabetes (E11.9)
        □ Other: _____________________________________________________________

I acknowledge that I have received a copy of Good Value Pharmacy’s Notice of Privacy Practices. This notice contains
information  regarding  Good  Value  Pharmacy’s  use  and  disclosure  of  my  personal  health  information.  Since  health
information may change periodically, I will try to notify the pharmacist of any new medications, new allergies, drug reactions
or health condition changes.

_________________________________ _____/_____/_____
     Signature of Patient/Guardian/POA                            Date


