
POINTE MED PHARMACY, INC 
1996 KINGSLEY AVE. 

ORANGE PARK, FL  32073 
 

         
My signature below authorizes Pointe Med Pharmacy, Inc. to issue to me a “RefillRx 
Patient ID #” which gives me internet access to my pharmacy account.  My signature 
confirms that I understand the following: 
 

 It is my responsibility to maintain the security of my RefillRx ID # to ensure the 
privacy of my records. 

 It is my responsibility to notify Pointe Med Pharmacy, Inc. immediately upon 
learning that my RefillRx Patient ID # is no longer secure. 

 At no time is patient identifiable information such as name, SSN, address, or 
phone number transmitted over the internet. 

 I may not at any time use or attempt to use the system to access the records on any 
other patient without express permission to do so. 

 I may discontinue participation in the RefillRx program at any time by notifying 
the pharmacy in writing to deactivate online access to my account. 

 
 
PATIENT NAME: _______________________________________________ 
 
DATE OF BIRTH: ____/_____/_______  
 
SSN:  ______________________________ 
 
E-MAIL ADDRESS: _________________________ 
 
 PHONE NUMBER: (_____) ______-_________ 
 
 
______________________________________________   DATE: ______/_______/________ 
PATIENT OR AUTHORIZED REPRESENTATIVE SIGNATURE 
 
______________________________________________ ____________________________________ 
PRINTED NAME IF NOT PATIENT’S SIGNATURE   RELATIONSHIP TO PATIENT (IF APPLICABLE) 
 

FOR PHARMACY USE ONLY 

⁬PATIENT INPUT 
 

⁯CODE ASSIGNED 
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