
Valley Independent Pharmacy Payment Information Form 

Please fax this Form to 603-730-5511. You can also call VIP @ 603-730-5432 to give 
information over the phone.   

Payment Information 

  

Card Holder Name: ________________________________________________ 

Card Holder Address: _______________________________________________ 

Billing Zip: ___________________________ 

Credit Card Number:  
________________________________________________________________  

Expiration Date: ____________________3-digit CC: ______________________ 

  

Signature: ________________________________________________________ 

Insurance 

Camper Name: Last: _____________________     First: _____________________ 

Session of attendance: 1    2     3     4          DOB: _________           

Check One: (  ) Male (  ) Female  ALLERGIES:  _____________________________  

Responsible Party Name on Insurance: ___________________________________ 

Responsible Party Address on Insurance: __________________________________ 

City: ___________________________ State: _____________ Zip: ____________ 

Home Phone: ______________Cell: ___________ Work Phone: _______________  

E-mail 
Address____________________________________@_______________________ 
  
Insurance Information:  Company 
Name:______________________________Phone:________________  

BIN# ____________ PCN# _____________ 
ID#______________________GROUP# ______________  

   

   CAMP HUCKINS FAMILIES 

PLEASE BE SURE YOU UPLOAD COPIES OF THE FRONT AND BACK OF YOUR 
PRESCRIPTION/INSURANCE CARD TO YOUR CAMPBRAIN DASHBOARD  


