Liberty CareRx Mail NY01-01

Order Guidelines
Complete and sign this New Client Profile.

Fax these 3 pages with your prescriptions to 1-866-252-7137 or mail to Liberty Care Rx Mail, Suite
202, 6420 6A Street SE, Cdgary, AB, T2H 2B7. Please mail al ORIGINAL prescriptionsto the
preceding address unless the prescription was faxed from your doctor’s office.

We will call you back to confirm your order details. Medications will arrive in approximately 20 days.
PLEASE IDENTIFY WHICH COUNTY YOU ARE FROM:

First Name Initial Last Name

Mailing Address

City State Zip Code
Home Phone Number Fax Number

Email Address (example: adsclient@example.com)

Height and Weight M/F__ Birthday (MM/DD/YYYY)

Y our Doctor’s Name

Y our Doctor’s Phone Number Y our Doctor’ s Fax Number

Known Drug Allergies

[_INone []Cipro []1SulphaDrugs [_]Erythromiycin [ 1Tylenol
[IPenicillin  []JAspirin  [_]Cephalosporin [_]Sulfatrim (Bactrim) [_]Opiods (Morphine, Codeine)

Other Allergies not listed above:

Current Medications — Please list al current medications you are taking
Medication Strength Condition Being Treated

Please continue on a separate sheet if more space is required.
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Medical History — Please check all that apply to you

[] Cancer []Chemical Dependency [_INeurological Disorders

[ ] Smoker []Upper Respiratory Disorders [_]Lung Disorder (asthma/ emphysema)
[1Blood Disorders [IHigh Blood Pressure [|Diabetes, Thyroid or Endocrine Disorders
[ ILiver Disease [_]Arthritis or Lupus [_]Cholesterol or Lipid Disorders
[]Surgery [_IMigraine Headaches [_]Fluid Retention or Edema

[]Glaucoma [_]Emotional Disorders [L]Bone or Joint Disorders or Fractures
[_IKidney Disease []Connective Tissue Disease  [_]Orthopedic or Muscle Disorder

[JImmune Disorder [ ]Heart Disease including angina, heart failure, heart attack, or atherosclerosis

If you checked any of the above, please give us more information about the condition including date of illness,
duration, treatment received and any family history.

Requested Medicationsfor thisorder Generic
Medication Name Dosage (Mg) Quantity (Y /N) Price (3US)

Would you like your order filled with Generic medications

when available? YES  NO Sub Total

Would you like a pharmacist to contact you regarding your Shipping Fee 1/5/.(/0/0
medications? YES NO

Would you like child proof bottles? YES NO Order Total

Payment:[JVvISA [[JMASTERCARD [] DISCOVER [] MONEY ORDER

**PLEASE MAKE ALL CHEQUESAND MONEY ORDERSPAYABLE TO EXTENDED CARE
PHARMACY**

Credit Information — VISA, MASTERCARD, or DISCOVER Card Number

Name on Card Expiry (MM/YY)
/

| authorize ADS Supply Inc. to debit my account or credit card Date Signed (MM/DD/YYYY)

Sgn Here / /

Fax this profile to 1-866-252-7137 www.LibertyCareRxMail.com
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Consent and Authorization: Please read this document carefully and sign it below.

I, as the undersigned, being over the age of 21, hereby represent and confirm to ADS Supply Inc., its affiliates, related
companies, subsidiaries and parent company (hereinafter collectively referred to as "ADS'), and to
LibertyCareCanada.com LibertyCareRxCanada.com and LibertyCareRxMail.com that:

1

10.

11.

The pharmaceutical(s) to be delivered to me were prescribed by a doctor licensed to practice medicine in the country,

state or other applicable jurisdiction in which | reside or where | sought treatment and | can make my own medical
decisions according to the law of the place where | reside.

The prescription(s) for the pharmaceutical (s) were lawfully obtained from that physician in the last year and not altered
in any way nor has it been filled prior to submission to ADS. | agree to destroy all copies of my prescription(s) once it
has been filled. Any medication obtained for ne by ADS is for personal use only and strictly according to the
instructions provided by the physician who prescribed the medication. | am not relying on, and ADS does not provide
its agency or attorney services as a substitute for healthcare or the advice of the customer's primary care physician.

I will immediately contact the physician who provided my prescription included with this order in the event | suffer
any unexpected side effects from any medication obtained for me by ADS and | understand that it is my responsibility
to have regular physical examinations by my primary US licensed physician to ensure that | have no medical problems
which would constitute a contradiction to me taking the medications being prescribed.

| acknowledge that ADS employees and agents have relied on the information and documentation that | am providing
and | represent and confirm that | have fully disclosed all pertinent information and documentation to ADS. | agree to
notify ADS of any changes to my physical or medical condition by providing an updated Client Profile.

| hereby authorize and appoint ADS, as my agent and attorney for the limited purpose of taking all stepsand signing all

documents on my behalf necessary to obtain a prescription in Canada that is the equivalent of the prescription that |

sent to ADS, to ship the order to my own address, to collect personal health information, and collect similar

information from my prescribing physician to the same extent as | could do personally if | were present taking those
steps and signing those documents myself.

The authorizations and consents that | am providing to ADS commence on the date | have signed this Agreement and
shall continue until | revoke them, which | can do at any time by contacting ADS.

Toincrease efficiency of my order, | hereby consent to and specifically acknowledge that ADS will be transmitting my
personal health information by electronic means (for example fax, secure internet) to its employees, agents, affiliates,
intermediaries and service providers including the Canadian licensed physician retained on my behalf. | aso
understand that ADS, as a custodian of my personal health information will take all appropriate precautions to protect
my personal health information from improper disclosure or use.

| acknowledge and agree that | initiated a consultation with ADS and that ADS is not located in the United States. |
also acknowledge that the pharmacists working for ADS and the physicians contracted by ADS on my behalf are
licensed to practice medicine or pharmacy in Canada and that all services that | receive from the Canadian pharmacy
and the pharmacist are being received in Canada.

| further agree that any and all agreements reached or contracts formed throughout the course of the relationship
between me and ADS shall be deemed to be made in the Province of Alberta, Canada and accordingly shall be
governed by the laws of the Province of Albertaand the laws of Canada applicable to such contracts and agreements.

| agree that any dispute that arises between me and ADS, its affiliates, related companies, subsidiaries, parent
company, officers, directors, employees, agents and contractors shall be governed by the laws of the Province of
Alberta and the laws of Canada applicable to contracts formed in Alberta, and | agree that the courts of the Province of
Albertashall have sole and exclusive jurisdiction over any such dispute.

The pharmaceutical(s) will not be packaged in child protected packaging and that ADS shall be entitled to substitute a
brand name prescription drug with a generic prescription drug, where available, unless the physician or | have
indicated that there be "no substitution”. That once purchased and shipped, no pharmaceutical product may be returned
or exchanged unless the medication provided to me by the supplying pharmacy does not correspond with my
prescription. ADS reserves the right to refuse my order in its sole discretion, in which event | will be entitled to a full
refund for monies paid for such order.

| agreethat | haveread, understood and acknowledged the preceding terms.

Name (Printed) Signature Date Signed (MM/DD/YYYY)
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