
Prescription Pad Pricing
Secure (Singles)

*There will be a one time $25.00 set-up charge for your initial order.

If you need higher quantities or special specifications please feel free to contact us through our 
website at www.minutemanpressSD.com or by phone at 619-295-8070.

Prices do not reflect taxes or shipping costs.

Items are non-refundable

5 pads = $80.00*

10 pads = $90.00*

20 pads = $110.00*

30 pads = $130.00*

40 pads = $160.00*

50 pads = $175.00*

60 pads = $200.00*

70 pads = $225.00*

80 pads = $240.00*

90 pads = $260.00*

100 pads = $275.00*

The single prescription pads have 50 
prescriptions per pad. Pad size is 4.25” X 5.5”.

Prescription Pad Pricing
Secure (Duplicates)

5 pads = $115.00*

10 pads = $125.00*

20 pads = $135.00*

30 pads = $160.00*

40 pads = $180.00*

50 pads = $195.00*

60 pads = $215.00*

70 pads = $235.00*

80 pads = $260.00*

90 pads = $275.00*

100 pads = $285.00*

200 pads = $490.00*

300 pads = $700.00*

The duplicates prescription pads have 25 
prescriptions per pad. Pad size is 4.25” X 5.5”.

The following items need to be on file 
with Minuteman Press before an order 

can be processed:

Practitioner’s California State License

DEA Registration
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3PROOF all text, numbers & layout for errors. After approval, all errors are the responsibility of the customer.

If proof is okay EXACTLY AS IS, 

sign where indicated below and 

fax to 619.299.7046.

If there are ANY CHANGES, indicate on the copy below and fax to 619.299.7046. 

In order to expedite your order, please print as legibly as possible.

001-

Patient Name 

Phone No.

Patient Address 

DOB

QUANTITY  ❑ 1-24   ❑ 25-49   ❑ 50-74   ❑ 75-100   ❑ 101-150   ❑ 151 and Over ________ Units

❑ Do not substitute          Ref i l ls   ❑ 0   ❑ 1   ❑ 2   ❑ 3   ❑ 4   ❑ PRN

Prescription is void if the number of drugs prescribed is not noted. 

No refills allowed for Schedule II

No. of Drugs Prescribed _________

X _____________________________________________________  DATE ________________________________________

 
 

Practitioner’s Signature

Actual Size & Layout

R

❑ Artwork requires changes. Please fax me a new proof. 

❑ I approve the above artwork exactly as it appears. I understand 

that any typographical or layout errors are my responsibility.

Print Name: _______________________________________________________________________

Signature: ________________________________________________________________________

PAYMENT INFORMATION

❑ Charge my credit card:  ❑ VISA   ❑ MasterCard   ❑ AMEX

Card # ________________________________________________________

Expiration Date: _____________________________  CVV: ____________

California Secure Prescription Pad

CA Lic. A55555

DEA BL5555555

5555 Main Street West, Suite 555

San Diego, CA 92108

Tel.: (858) 555-1111 • Fax: (858) 555-2222
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Prescription is void if the number of drugs prescribed is not noted. 

No refills allowed for Schedule II

No. of Drugs Prescribed _________X _____________________________________________________________________  DATE ________________________

 
 

Practitioner’s Signature
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that any typographical or layout errors are my responsibility.
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❑ Artwork requires changes. Please fax me a new proof. 

❑ I approve the above artwork exactly as it appears. I understand 

that any typographical or layout errors are my responsibility.
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