PRESCRIPTION

PATIENT INFORMATION

FIRST NAME: LAST NAME: DATE of BIRTH (Month / Day )

PRIMARY PHONE #: (Q ceLt  (QHome () Work SECONDARY PHONE #: (Q ceLL  (QHoMe () WORK =

ADDRESS: CITY, STATE, ZIP: ALLERGIES:
[] Ketamine RDT* O50mg Q100mg Q175mg Q200mg O250mg OQ300mg (O350mg Q 400mg
[] Ketamine Mini RDT* O50mg O75mg O100mg
[] Ketamine Nasal Spray* O10mg/ml O 50mg/ml OQ100mg/ml O 200mg/ml O Custom mg
[] Ketamine Oral Capsule* OMC QIR O50mg O75mg OQ100mg
[] Ketamine Injection* O 50mg/ml O100mg/ml O 5mlvial OQ10mlvial Q20ml vial
[0 Ondansetron ODT O4mg O8mg
[] Promethazine O125mg O25mg O50mg
] Scopalamine Patch Tmg/3day O#1 O#4 O#HI0 O #H24
[ Sirolimus Capsule O6mg QCustom___ _mg

* Ketamine is a controlled substance either send a script or write in “KETAMINE" below.

Refills: O1 02 O3 O4 O5 O6 OPRN ONR SIG:
WRITE PRESCRIPTION / ADDITIONAL COMMENTS

DOCTOR PHONE NPI # DEA #

OFFICE MANAGER PHONE OFFICE FAX OFFICE Email

SIGNATURE DATE (Month / Day / Year)

/ /
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