PRESCRIPTION FORM (U.S. orders only)
You may use this form or have your healthcare provider use his/her own script pad.
Print out this form and complete the top portion. Have your Health Care Provider (Medical Doctor, Chiropractor, Dentist, Podiatrist, Nurse Practitioner, Physician’s Assistant, Ph.D., Physical Therapist, Doctor of Acupuncture or Doctor of Osteopathy) complete the bottom portion, sign it and fax it in today.
	PATIENT’S NAME
	

	ADDRESS
	

	CITY
	

	STATE
	

	ZIP CODE
	

	PHONE
	

	EMAIL
	

	SIGNATURE
(OPTIONAL)
	


	TYPE OF STIMULATION UNIT BEING PRESCRIBED: 
	


	Doctor’s NAME
	

	LICENSE#
	

	ADDRESS
	

	CITY
	

	STATE
	

	ZIP CODE
	

	PHONE
	

	EMAIL
	

	SIGNATURE
(REQUIRED)
	

	DATE
(REQUIRED)
	


PRINT OUT AND FAX FORM TO:

YCY BETTER HEALTH CENTRE
For fast processing, please fax to:

1-604-327-6150 (24 HOURS)

EMAIL:SALES@IB3HEALTH.COM

If you need to send by mail, please use this address:
YCY Better Health Centre
9253 Shaughnessy Street
Vancouver, BC V6P 6R4 
Canada
