
Clinic Onboarding for Manufactured Semaglutide
Members will be able to order product through our Distribution Partner, The Pharmacy Hub. The
Pharmacy Hub will handle all product kit logistics, billing and shipping through their state-of-the
art distribution facilities. Although The Pharmacy Hub is a 503A pharmacy, they receive this

manufactured Semaglutide product from an external, FDA-approved manufacturer.

The Pharmacy HUB LLC
15600 NW 15thAve, Ste C
Miami Gardens, FL 33169
Phone (954) 483-6957

info@thepharmacyhub.com

Office or Company Name: ______________________________________________
Doctor’s Name: ___________________________________________________
Address: ________________________________________________________
Doctor’s Phone: ______________________ Fax: ________________________
NPI: _______________________________ DEA: ________________________
State License #: ___________________ State of License: ___ Expiration: _____
Doctor’s Email: ____________________________________________________
Contact at the Clinic: _______________________________________________
Contact’s Email: ___________________________ Phone: _________________

Practice Specialty (e.g. MedSpa, Derm, Plastic Surgery, OB/GYN, etc.):
________________________________________________________________

Affiliation: Affiliate Name: MRNGRPHM

Notes:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Questions about this form or program? Email us at info@healingmaps.com

Once finished, email your completed form to info@healingmaps.com or you can use
our online submission form via www.healingmaps.com/semaglutide
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http://www.healingmaps.com/semaglutide


Credit Card Authorization Form

Credit Cardholder Information

Name on Credit Card:___________________________________________________
Type of Credit Card (AMEX, Visa, MasterCard, Discover, etc.): _________________

Card Number: _________________________________________________________

Expiration Date: _______________ CVV: ________________

Billing Address

Street Address:________________________________________________________
City: _________________________________________________________________

State: _________________________ Zip Code: ____________________________

Phone Number: _______________

Shipping Address

Street Address:________________________________________________________
City: _________________________________________________________________

State: _________________________ Zip Code: ____________________________

Phone Number: _______________

Authorization of Card Use

I hereby authorize collection of payment for all future charges.

Your signature Date Print Name
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