
tr New Prescription tr Renewal
r Addition D Change
Date Needed by Pt:
Spec:
Date:

Respiratory Medication Pharmacy

Phone#:
Address: Drug Allergy;
City:
M: HT:

State:
WT:

ZIP:
Diagnosis:F : DOB:

Medicare#:
Secondary/Supplement:

Social Security#:
Phone#:

Policy#: Group#:
Gurrent Meds:
Adverse SE's:

Prescription:
o Albuterol 2.5m9/3ml (Commercial) n BID n TID o QID n &PRN
n lpratropium 0.5m9/2.5m1 UD (Commercial) n BID o TID a QID o &PRN
n Glutathione 300m9/1.5mlUD (Cmpd $1.30ivial) n BID

Given to Patient by Glinic(circle each):
Albuterol#3O NebComprsso#1 Tubinq#1

Nebulizer Supplies:
n Nebulizer Compressor n Nebulizer Kits o Adult Mask

TOTAL RXs GIVEN oFFrcE coNrAcr

Please Provide the Followinq Info:

UPIN#
Physician:

Address:

City:

Diagnosis Gode(s):

NPI #
Phone:

Fax:

State: zip:

7 Physician's Signature: Date:
Rerplratory llodlcatlons: I AUTHORIZE THE PHARMACIST TO USE HIS PROFESSIONAL JUDGEMENT TO USE COMPOUNDED
MEDICATION TO IMPROVE PATIENT COMPLIANCE &/OR DEAL WITH ALLERGIES SJor SENSITIVITIES TO EXCIPIENTS /
PRESERVITIVES, Qty to dispense is 30 TO 90 days supply for each medication ordered with PRN refills on each medication.

Please Fax Eack Completed Prescription Above with Patients Current Information &
A Copy ofTheir Prescription Insurance Card to :

Fax: 800.348,9918 Pharmacist: 800.535.3063

---1


