
Dr. Patricia Davidson 

PHARMACY INFORMATION 

Kindly complete the information below regarding your pharmacy 

 

Your Name ______________________________________ 

Local Pharmacy: 

Name: __________________________________________ 

Pharmacy Address: ________________________________ 

___________________________________________________________ 

City    State  Zip code 

 

Pharmacy Telephone:    _____________________ 

 

Mail Order Pharmacy: 

Name: ___________________________________ 

Pharmacy Telephone:    _____________________ 
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