


Patient Customs Statement  

The undersigned hereby acknowledges, confirms and certifies that the 
enclosed medications are imported to the USA solely for personal use 
for a period not exceeding 3 months.  
 
These medications are prescribed by the following Doctor(s): 
 
Primary Doctor: _____________________ License #______________ 
 
Other Doctor:    _____________________ License #______________ 
 
Other Doctor:    _____________________ License #______________ 
 
(If you do not know your Doctor’s license #, the pharmacy will attempt to acquire it.) 
 
 

FOR PHARMACY USE ONLY  
 
Authorized by Doctor: _________________________________;  
 
who holds a Ontario License # ___________________________  
 
Phone #:____________________________________________ 

 
The above-mentioned doctor(s) is/are responsible for my treatment 
with regard to the enclosed medication(s); a copy of my 
prescription(s) is available.  
 
 
Patient Name: _______________________________________  
 
 
Address: ___________________________________________ 
 
   ___________________________________________  
 
Phone:  ___________________________________________  
 
 
 
Signature: ___________________________________________  
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