
 

               

          

    
  

 

    

    

 

  
 

       

              
               

            
         

               
                

              

               
       

            
                

    





�,�Q�M�X�U�H�G���:�R�U�N�H�U�¶�V First Fill Prescription Form 

Employee Name: 

Date of Injury: _ DOB: 

Injured Worker Instructions 
On your first Pharmacy  visit, please give this notice to any  pharmacy listed  on this insert. This  will  
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https://www.cdc.gov/drugoverdose/data/overdose.html
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