Introducing... T Simple - Safe
~ Affordable

Employee Program

Delaware C Employees, Retirees and Dependents can lower the
high cost of prescripion maintenance medications through the
‘DELAMeds’ program. This program will allow Employees and their
families access to safe affordable prescription medications from

International sources. CanaRx Services Inc. will be administering the

plan on your behalf.

Mail or have your
Doctor fax your
prescriptions and
enrollment form.

It's that easy!
L
Detroit Ml 48244-0650

CanaRx Services Inc. is dedicated io providing all U.S. residents with the
opportunity to acquire the highest qreality prescription medications at the lowest
possible cost.

‘DELAMeds’ is an optional International Mail-Order program that will pro-
wide a large nunther of brand name, approved medications identical to what you
already take. The cost of these medications is substantially less and, therefore, the
co-pay is $0 for all drugs offered through this progran.

P.O. Box 44650

We welcome the opportunity to assist Delaware County Employees, Retirees

Phone: (toll free) and Dependents in this cost sawing meastre,
[-866-B93-MEDS (6337)
Fax: (toll free)

[-B&6-T15-MEDS (6337)
www.DELAMeds.com

G. Anthony Howard
President & CEQ
CanaRx Scrvices Inc.
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Employee Program

Introduction:

BELOReds s an international mail  order
Retirees and Dependents of the County of Delaware, Indiana.

maintenance medications is on the raverse.

option for eligible Employses,
Your list of gualified

Co-Paymenis:
All member co-payments have been waived for this program only.

HBIS vs. Current local purchase plan

o AY
e
e | i g e

Annual Cost Monthiy x | Refills | = Annual
No co-pays Co-pays Cost
VS. $20 x| 12 [=|$240/script
VS, $30 x| 12 |={$360/ script

Ordering Instructions:
To place your first order simply complete the enroliment form and include a new prescription

for each medication. Please allow 20 days for delivery.
Ask your docior for a prescription for a 3 month supply with 3 refills. We will call you prior

to each renewal to ensure that you have a continuous supply.
Medications must be taken for 30 days before ordering through DELARSHS.

RETURN YOUR COMPLETED AND SIGNED ENROLLMENT FORM AND ORIGINAL PRESCRIPTIONS:

BY FAXING TO: 1-866-715-MEDS (6337) TOLL FREE

Faxed prescripfions are ONLY accepted ii sent directly from the physicisn’s office.

OR

BY MAILING TO: E%

P.O. Box 44650
Detroit, Ml 48244-0650

More forms are available:
Additional forms may be obtained at the Human Resources Office, by printing them from the

website at www.DELAMeds.com or by contacting our Customer Service
Representatives toll free at 1-866-893-(MEDS) 6337.

wetcome To UGS
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U '_ELL ﬂ A ” % CanaRx
> [ !'Id h /l I l :’ Employee Enrollment Form

' * ° Employee Program |MEMBER ID #
FAX DIRECTLY FROM YOUR DOCTOR'S OFFICE WITH YOUR PRESCRIFTION (5) TOLL-FREE TO: 1-858-715-{MEDS) 5337
ar

maiL To: DELRMES, P.o. BOX 44850, DETROIT, MI., 48244.9550 PHONE TOLL-FREE: 1-366-803-{MEDS) £337

PATIENT INFORMATION: Birthdate
DOMIYYYY NOTE:
Phone (Home) Phone (Werk) Piease request a 3-manth supply
of medication with 3 refills.
First Name {please print}  itfal Last Name o '
New-fo-you medications must be
e taken for 30 days before ordering
2 ress .
through this program.
City/Sizta Zip Code
List all prescription, non-prescription, overthe-counter Strangth Reason for Daily Use
medications, herbal, nutritional and vitamin supplements and Taking
their strengths. &x Lipitor {This Is NUT 2 preseription.} Ex M0mg Et Cholesterol Ex Tivige Daily

MEDICAL HISTORY (Ifyou require more space, please attach a separate plece of paper.) I MalzeD Female

(i} Oparations: e.g., Hysterectorny, Gall bladder, Heart operations, ete,

(i} Hospitalizstion: (stays In hospital during the past 5 years)

(i} Presentliness: {ongoing) e.g., Diabetes, Heart diseass, Osteoparosis, etc.

(iv} Drugallergizs: 0 NO O YES !fyss, please spacify:

Physician's Rame: Signatuzre:  joptionan) Date: (pDo2MYY)

AUTHORIZATION
| confirm that a U.5. Physician will regularly monitor me and that | have had a physical examination within the past 12 months, 1

verify that | have iaken the above listed medications for a perind of more than 30 days. | cerify that | have read and understand the Terms of

Agreerment on the reverse and thal tha information provided by me is accurale and frue.
b request and authorize the County of Delaware, IN, to pay for any and ali services, fees and amounis relzting to the prescriplion redications that i

wilt obtain through this service.

Subscriber Signature: Date: ooy

Juzty 08 Pros 1o X



TERMS OF AGREEMENT

I.

|\J

L

2.

3.

I.

[

:F—

Ln

[I.

CONFIRMATION AND REPRESENTATIONS

1, the undersigned, am entering into this agreement with CanaRx Group fnc. ("CanaRx") in order that ] may obtain access to
medically necessary prescription drugs at low cosis.

[ am of the age of majority 1n the jurisdiction in which [ ordinanly reside;

1zm not restrieted fiom making my awa medical decisions under the laws of the jurisdiction in which [ ordinadly reside;

The medications that [ have requested that CrnaRx facilitete my obtafning were preseribed by © duly quefified and licensed medical practitioner iz the
United Stafes:

[have not vinlated any laws in the jurisdiction in which [ ardinerily reside, in oblaining the prescription for the ordered product;

This prescription hes not been altered in any way nor hos it been fited previously. @ agree Lo mail or fx from my doctoc’s office the original copy of the
prescripion to CanaRx;

['om under the ongoeing care of @ physician in my residing jerisdiction {my “U.S. physicion'), and therefore, 1 am not seeking or relying o any medical
informetion from CreraRx or any CanaRx contracied physician;

My prescription wifl not be used it any way whatsoever cxeept as proseribed by my medical practitionar who originebly fssued the presenplion;

I will not permit enyune else to use the presedption er eny medfeations which 1 receive;

I z.glff usz any medications chieined for me by CanaRx sirfctly in accondance with the instructions provided by the physician who preseribed the
medications: and -

10.  In the event that I suffer any side cffecls from eny medications [ reecive through the services of CenaRex, [ will immedintely contact my U.S. physician.

[certify that I o 8 resident of the United Sinles and not a resident of ony other country.

AUTHORIZATION AND CONSENT

1 further provide my snthorization and consent to the following:

t hereby appoint ConaRx ond jts delegntes or contractors as my paid agent end sttermey for the purposes of obtaining prescriptions which correspond to
the prescaptions provided by my U.S. physician.

I authorize CanaRx aad its delegates or contractors to arrenge the purchese and dolivery of the medications presesibed to me om the terms outlined in
this npreement and to the same extent es if | personelly took such steps.

[ consent and authorize ConaRx to collect my personal medieal information and to maintajn on file the information accessary to verify pad process
future orders, including but nat fimitzed to my full names, eddress, phore number, compleie medicet bistory and payment information.

[ euthorize my U.S. physician and CanaRx lo rlease ooy and all infosmation requoired in comnection with my plysical eondition, inciuding but not
limiled to olt X-mys, medical records, medical reports, propress notes, nurses’ netes, reporns on diagnostic tests, medical opinions end/or zny other
kmowledge or information which they may possess to a CenaRx contrected physician who moy be required to roview my hezlth record for e purposes
of being io a position to evaluate the medical necessity and indicotions for prescriplion medfeation,

I nutltorize the CannRx controcted physicien lo eoninet my ELS. physician to discuss my prescription i necessary.

I further authorize the CanaRx contracted physician o issue prescriptions for medications I have ordercd only if hefshe decms il advisable and
gppropriate.

I further vuthorize the CanaRx contracted physician to release any and 2ll information that may be required by any CanaRx contracicd pharmacy for the
purpose of baving my prescriptions filed.

| Farther authorize CanaRx th make payments on my behalf o the CeneRx contracted pharmacy for the filling of my prescriptions and to the CanaRx
cesitracted physicizn for services rendered on my behalf,

ACKNOWLEDGEMENT AND RELEASE

I hereby make the following acknowledgments and relesses to CanaRx, including all of ils employees, ils contractors, including
physicians, pharmacisis, pharmacy technicians, nurses, receptionisis and staff:

Fucknowledge that my U.S. physician is my primary physieian sad the ConaRx contected physician i5 being asked only Io review the information
canigined i the Personal Medical Histary for the purpose of authorizing any proparly prescribed medicntions for fetfillment from a ConsRx

rontracted pharmacy.

| scknowlcdze that ConoRx hes made no representations or waranties to me, faclading, without limitetion, representnticns or warsnlies regarding the use
of fitness for any particular purpose of the medications delivesed {includiag, without Emilation, its appropriateness for curing ar helping relisve amy
perticulnr sitment, illaess or disease, or is potential or octual side or adverse cffects whether previously known or unkzowan).

[ ucknowledge that { wish lo oblzin a preseription from 2 CanaRx contracied physician and have enlisted the services of CanoRx te fcililate this matter. 1
understand and appreciale that the CanaRx contracted physicion will rely en Lhe accuracy of the cxamination and preseription provided by my 1.5.

physician.

1 hereby specifically acknawledge that [ am aware that CanaRx muy trensmit my personal information by eleetroric means (for example fox, or secum
intemet} Lo its agents, contracled physicians and pharmacics. [ undcrstand that the usc of electronic means will enhance the cfficiency and timeliness of
processing my order. ) nlsp tnderstand that CeneRx, as a custodian of my persoanal information, will 1ake all oppropriate precautions ta protect my
personel informmtion from improper disciosure or use. | hereby eonsent to Canalx’s  transmission of my personal information by electronic means to

15 agents, contracted physicians and pharmacics.

! acknowledge thot child prolective packaging may not be used by the CanaRx contracted pharmacy {illing my prescription end [ release CanaRx and ail
of their officers and dircclors, agents. cmployees and contractars from any and all causes of actfon with respest to crrors or amissions by the company or
agency msponsible fos transporting my arder,

1 acknowledge that [ have purchased my medications inlemationally far gersonal use end understand thet my medications sy be subject o U.S. border
seizure. | specifically coafirm, acknowledge and agree that title to my medication passes 1o me when my medications arc shipped from the CanaRx

conicacied pharmacy.
1 acknowledge that CamaRx, as my paid agenl, requires payment in full prior 1o shipment and that my order may not be reterned for a mfund or sn

cxelange. J

i

e
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T u '
A @[ Uf Dependent Enroliment Form
Employee Program MEMBER ID #: B
FAXBIRECTLY FROM YOUR DOCTOR'S OFFICE WITH YOUR PRESCRIPTION(S) TOLL-FREE TO: 1-B66-715-(MEDS) 6337
OR
maiL To: BELRMEHS, £.0. BOY, 44650, DETROIT, M1, 46244-0650 PHONE TOLL-FREE: 1-966-893-{MEDS) 6337
PATIENT iNFORMATION:  Birthdate 0 SPOUSE
DOMMIYYYY 0 DEPENDENT
NOTE:
Fhone (Home}) Phone (Work Please request a 3-month supply
of medication with 3 refills.
First Name (plaase print) Initiz} Last Name
New-to-you medications must be
Street Addrese taken for 30 days before ordering
. through this program.
Clty/State Zip Codz :
List ali prescripion, non-prescription, over-the-counter Strength Reason for Daily Use
medications, herbal, nutritional and vitamin supplements and Taking '
their strengths. £x Lipiter (This fs NOT 2 prescriptfon} Ex. IBmg Ex, Cholesterol Ex. Bvice Daily

MEDICAL HISTORY {if your require more space, please attach a separale piece of paper.) B3 MaleOd Female

(i} Operations:e.q., Hystersctomy, Gali bladder, Heart operations, etc.

{ii} Hospitalization: (stays in hospital during the past 5 years)

{iif} Present liness: {onyoing} e.g., Diabetes, Heart disease, Osteoporosis, ete.

(v} Drugallergies: @ NO [ YES Ifyes, please specify:

Physician's Name: Signature:  (optional} Date: (Dbraavyy

AUTHORIZATION [F THE PATIENT iS5 A DEPENDENT CHILD UNDER AGE 18
| cestify this to e a tue and accurate statement of my Dependent's madical history. | confirm that hefshe has been, and will be, regufarfy

monitorad by a U.S. Physician and has had a physical examinztion within lhe past 12 months. | verify that he/she has taken the zbove listed
medications for 2 pardod of more than 30 days. [ cerlify that | have read and understand the Terms of Agresment on the reverse and that the
information provided zbove is accurate and true. 1 reguest and suthorize the Counly of Delaware, IN, 1o pay for any and all seivices, fees and

smounts relating to the prescription medications that | will obtzin through this service.

Parent's/Guardian’s Signature: Date: |Doastry
AUTHORIZATION [F THE PATIENT IS THE SPOUSE OR A DEPENDENT CHILD AGE 1B AND OVER
1 coniiim that & U.S. Physlcian will raguiarly mernilor me ard that [ hava had 8 physlcal xamination within the past 12 months. | vanrfy that | have
taken the sbove fisted medication for a period of more than 30 days. | carify that | have read and understand the Terms of Agreement on the
reverse and that the Information pravidsd by me Is accurate and tua. | reguest and authorize the County of Delawarz, N, ta pay for any and all
sarvices, fees and amounts refating to the prescription medications that 1 will obtain through this service.

Patient Signatura: Date: (DoY)

Pagr il 2




TERMS OF AGREEMENT

|

I, the undersigned, am entering into this agreement with CanaRx Group fnc. (“ConaRx") in order that I may obtain access to

medically necessary prescription drugs at low costs.
I.  lam ofthe ege of majonty in the jurisdiction in which | crdinarily reside;
I am aot restricted from meking my own medical decisions urder the laws of the jurisdiction in which ] ordinarily reside;
The medications shat [ have requested that CamaRx facilitate my obuining were prescribed by a dily gualificd and licensed medical practitioner in the

CONFIRMATION AND REPRESENTATIONS

2

3.
Uniteg States;

4. | have not violated eny lsws in the jurisdictian in which [ ardinarily reside, in ohtaining the prescripon for the griered product;

3. This prescription hes not been alternd in any way nor has it been filled previously. I egree fo meil or fix from my doctor’s office the originel copy of the Li
prescripiion to CopeRx;

6. [ =m under the ongoing care of & physician in my residing jurisdiction (my “U.S. physicien™, and therefore, | am not sceking or relying on eny medical
information from ConaRx or poy CanoRx contmeted physiden;

7. My prescription will not be used in any way whatsocver except as prescribed by my medical psactiiorer who originally fssued the preserdption;

B 1will not permit aryonc else to use the preseription or any medications which I receive;
[ will use zny medicetions obteined for me by CanaRx strictly in accordnnce with the instructons provided by the physicion who preseribed the

medicabons; and i
In the event that I suffer eny side effects from any medicatjonsg I receive throngh the services of CapsRx, I will immediately coatoct my LS. physicion.

11 [certify thot | om e resident of the United States and not & rosident ofeny ether country.

AUTHORIZATION AND CONSENT

I further provide my authorization and consent to the following:

{.  Ibereby appoint CappRx end its delegates or contraclors as my paid agent and attormey for the purposes of obtzining prescriptions whick comespond to
the preseriplions provided by my ULS, physician.

1 nuthorize CanaRx nod its delegates or contraciors lo amange the prrchase and delivery of the medieations prescribed to me on the lermms outlined in

this agreement and to the seme cxtent as i T personally took such sieps.

3. ] consent and nuthorize CanaRx o collect my personai medical information and to maintsin on file the information necessery to verify ond process
future orders, including but not limited 1o sy il neme, address, phone number, complete medical history and peyment information.

4. I sothorize my U.S. physician and CanaRx to relense any and afi information required in conpection with my physicsd condition, including but not
limited o oll X-rays, medical records, medical reposts, progross noles, norses” notes, roports on dingnostic tests, medice! opinjons andfor ay other
latowledge or information which they moy possess lo e CenzRx contracted physician who may be required to review my health record for the purposes
of being in n position to cvaluaie the medical necessity and indicetions for prescriplion medicaton.

I outhorize the CanaRx contraeled physictzn to contact my U.S. physician to discuss my prescription if necessary.

I~

5.

6. I further avthorize the CaneRx coniracted physician o issue prescripticns for medications { bave ordered only if he/she deems it advisable and
appropriate.

7. 1 further avthorize the ConaRx contracted physicing to refeasc eny and off information that may be required by any ConnRx cootracted pharmacy for the
purpose of having my prescriptions {illed. _

8. I further authorize CanuRx to make payments on my behalfto the CeneRx contracted pharmacy for the {illing of my prescriptions end to the CanaRx

contracied physician for services rendered an my behal £

ACKNOWLEDGEMENT AND RELEASE

1 hereby make the following acknowledgments and releases to CanaRx, including all of its employees, its cortractors, including

physicians, pharmacists, pharmacy technicians, nurses, receptionists and staff:

I. [ ecknowledge thol my U.S. physician is my primary physician and the CenaRx contacied physician is being askeé only 1o review the information
contained in the Persomal Medical History for the purpose of authorizing any properly grescribed medications for fulfillment from & CanaRx
;

cotitracled phermeey.

I acknowledge that CanaRx has made oo representations or warranties 1s me, including, withoot limitation, representations or wamanties regemding the nse
of fimess for eny periculer purpose of the medications delivered (includine, witheut limitetion, its appropricteness for curing or helping wlieve any
pasticathar ailment, iliness or disease, or its potential or actual side or edverse effects whether previously knews or uslmown).

3. [acknowiedge that | wish lo oblain 2 preseription from & ConsRx contracied physicien and have calisted the services of ConeRx ta facilitate this matier, |
understand 2nd appreciate that the CanaRx contracled physician will rely on the acceracy of the examination and prescription provided by my 1.5,

(8]

physicinn.

i hiereby specifically acknowledge that [ am aware that CeanRx may transmit my personnl informatfon by electsonic rmeans (for example fax, or secure
intemiet) (o ils agents, contracicd physicians and pharmacies. | understand that the use of electronic means will enhance the efficiency and timefiness of
processing my order. [ also undestend ihat CanaRx, as a custodian of my personal information, will take 2l] appropriate precoutions to protect my
personnl information from improper disciosure or use, 1 hereby consenl to CanaRx's trensmission of my personal information by clectronic means 1o

its agents, contmmeted physicians and pharmacics.
5. tacknowledge that child protective packaging may not be used by the CanaRx convected pharmacy flling my preserption and | relense CanaRx and all
aof their officces and dircetors, agents, employees and contractors from any and all cavses of sclion with respect lo crrors or omissions by the company or

ageney responsible for transparting my order.
6. 1acknowledge that Fhave perchased sy medications internstionzlly for persenal use and undecstand that my medications may be subject to U.S. border
scizure. | specifically confinm, pcknowledge and agree that title to my medication passes to me when my medications zre shipped from the CanaRex

comtracicd pharmacy.
I ackrowledge that ConaRx, a5 my paid apgent, requires payment in full prior to shipment end thot my erder may not be retumed for e refund or an

exchange,
Poge 2o 2




