Instructions: Complete this form and mail it with the required physician prescription(s) to:
ClearScript Prescription Mail Service
Fairview Mail Service Pharmacy
711 Kasota Ave.
Minneapolis, MN 55414
See reverse side for more details and answers to commonly asked questions.
PLEASE PRINT

Refer to your employee benefits information for copay amounts. Enclose your original prescription(s) and your credit card payment information.
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ClearScript Prescription Mail Service

Commonly Asked Questions

How do I use the ClearScript Prescription Mail Service?

For new prescriptions, please follow these simple steps:

1.1f you need to start your medication right away, please have your

physician complete two prescriptions. One prescription needs to be written for a one
month supply.

The second prescription must be specifically written for a 90-day quantity by
your physician.

2. Fill the prescription for a one month supply immediately at any retail pharmacy.
Mail the prescription for the 90-day supply to the Prescription Mail Service.

3. Complete the Mail Service Participant Profile (on reverse side) and mail it along with
your original prescription(s) and copayments.

A complete street address will be needed to utilize the mail service.
For a controlled substance prescription, an adult signature will be required upon receipt.

How do I get additional refills through the ClearScript
Prescription Mail Service?

When you receive your first 90-day supply, you will receive a prescription refill slip. This
form will include detailed information on how to place a refill request. Please plan to
order your refill at least two weeks before your current supply runs out.

How is confidentiality ensured?

Your medication will be sent to you in a plain package with a return address only. The
pharmacy name will not be listed on the package.

How do I pay for the service?

Copayments may be made by credit card. Credit card information must accompany your
prescription request.

How long will it take to receive medications through the mail service?

From the time your prescription is mailed to the pharmacy, you can expect your prescrip-
tion to arrive in 10 - 14 days.

Is there a charge for postage?

For regular mail delivery, there is no charge for postage. For requested next day service or
special handling, there will be an additional charge.

1-866-377-6245
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