
MEDrop Pharmacy & Hospital Partnership Application

Thank you for your interest in partnering with MEDrop for prescription delivery services. Please complete the form below, and our team will contact you shortly.


BUSINESS INFORMATION:

Business Name: ______________________________
Type of Facility: ☐ Pharmacy ☐ Hospital ☐ Clinic ☐ Other: _______
Address: ____________________________________
City: ____________ Province: ______ Postal Code: _______
Phone Number: _______________
Email Address: _______________
Website (if applicable): _______________

PRIMARY CONTACT PERSON:

Full Name: _______________
Position: _______________
Phone Number: _______________
Email Address: _______________
Service Requirements
Estimated Daily Prescription Volume: ☐ 1-10 ☐ 11-50 ☐ 51+
Preferred Delivery Timeframes: ☐ Morning ☐ Afternoon ☐ Evening
Additional Services Required (if any): ___________________________



Agreement & Authorization
By submitting this application, I confirm that the above information is accurate and that I am authorized to represent this business. I acknowledge that MEDrop will review this application and may contact us for further details.

