
AUTHORIZATION TO DOWNLOAD PHARMACY 
INFORMATION 

 
I authorize WILSON ORTHOPAEDICS & SPORTS MEDICINE to 

download my last 13 months of prescription history. 

 

______________________            __________________ 

Patient Name (Printed)                   Date 

 

 

__________________ 

Signature 

 

 

Pharmacy___________________________________________ 

 

Primary Care Doctor___________________________________ 

 

 


