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//SERVICE

Pharmaceutica

CUSTOMER INFORMATION FORM

INSTRUCTIONS: Complete this document and fax to 630-277-8340 or email at custserv@pharmreturns.net for PRS to
register your account.

NOTE: Once customer setup is completed and recorded with PRS, this document only needs to be updated if changes
have occurred with your wholesaler, licenses, or contact/facility information.

Facility Information:

Facility Name:

Address:
City: State: Zip:
Phone: Fax:

Contact Name/Title:
Contact Email:

Accounts Payable Information:

Contact Name:
Email Address:
Telephone Number: Ext:

Wholesaler Information (If applicable):

Wholesaler Name:

Address:

City: State: Zip:
Phone: Account #:

DEA #:

To proceed with processing returns for your facility, it is necessary for us to obtain photocopies of the
following licenses:

Federal DEA License #: Exp. Date:
State Controlled License #: Exp. Date:
State Business License #: Exp. Date:

Pharmaceutical Returns Service
Phone: 800-215-5878 | Fax: 630-277-8337 www.PharmReturns.net
720 Heartland Drive Suite B, Sugar Grove, IL 60554




	Facility Name: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Fax: 
	Contact NameTitle: 
	Contact Email: 
	Contact Name: 
	Email Address: 
	Telephone Number: 
	Ext: 
	Wholesaler Name: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	Phone_2: 
	Account: 
	DEA: 
	Federal DEA License: 
	Exp Date: 
	State Controlled License: 
	Exp Date_2: 
	State Business License: 
	Exp Date_3: 


