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Prescription Form

 AM   PMToday’s Date  ____ / ____ / _______   Date Medication Needed in Hand _____   / _____ / ________       Time ___________ 

Physicians Signature  X

Form Info & Sign-o�

 Last Name              ______________________________________ 

Address  _________________________________________

* If prescriber state different than destination/shipping state: 

Date last seen in office ____  /     ____   / _______ OR

Prescriber Information

First Name  _____________________________________________   Last Name                ______________________________________

DL#/State (for controls only)        ________________________   / ________

Patient Information

*Controlled substances must be on a separate Rx and DEA# entered aboveCompounding Information

Billing, Shipping  & Special Instructions

Cardholder Name  _______________________________________________________  Phone 

 

_________________________

Cardholder Signature  _________________________________________________________________________________________

Card Number  _________________________________________ Exp. Date  ________________ CVV Code  _____________

Credit Card Billing Address  ____________________________________________________________________________________

City  _____________________________________________ State    _______________________ Zip   ______________________

OR  Ship to Patient

2nd DayShipping Type:    Overnight      3rd Day  Ground

 Special Instructions  ___________________________________________________________________________________________

Payment Information

First Name    _____________________________________________ 

DEA#        _____________________________

Practice /Clinic Name   ______________________________________ 

City __________________________________ State* ___________      Zip   _____________   Phone                                ______________________ 

RefillsQty. Compound Form Strength Size Sig (Directions)

  Charge to Doctor   OR   Charge to Patient Ship to doctor 

 Address

City  _________________________________ 

Preferred Phone   ____________________________________ 

Allergies  _____________________________________________

 _________________________________  

City

 _____________________________________________________________________________________________________________________

 

Address  ___________________________________  ____ ___ ____________________

Fax _________________________         Office Contact  

Supervising Physician  ____________________________   Phone  _____________________________ 

Phone    _____________________________

       DEA # ___________________________ 

State ___________                                                     ____________

_____________                         
 ____________ 

    State  _________      Zip  _______________           Birthdate  _____   /  _____  / _________  

Alternative Phone  _______________________________________ 

                          License#           _____________________________                                                     _ _________   NPI #     ______________________________   

Destination state prescriber license #  DEA # 

Zip           
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