PRESCRIPTION

PATIENT INFORMATION

FIRST NAME:

LAST NAME:

DATE of BIRTH (Month / Day )
/

PRIMARY PHONE #: () CELL () HOME () WORK

SECONDARY PHONE #: () CELL () HOME () WORK

ADDRESS:

CITY, STATE, ZIP:

ALLERGIES:

COMMON LOXASPERSE CAP

[ Itraconazole Strength 030 O60 O90or
[ Levofloxacin Strength 030 O60 O%or___
] Tobramycin Strength 030 Q60 O90or
[0 Vancomycin Strength 030 O60 O90or

COMMON COMBINATIONS

‘

[CJLevo/ Beta Strength 030 O60 O9%0or
] Tobra / Beta / Ampho B Strength 030 O60 Q9 or
[JTobra / Beta / Clinda Strength O30 O60 O90or
[ Tobra / Beta / Mupir Strength 030 Q60 O90or
[0 Vanco / Beta Strength 030 O60 O90or

[CJMupirocin Oint Nasal Spray 22gm / 45ml O 45 or
] Nebulizer Indicate
[INeilmed Indicate
[[] Sodium Chloride Ampule Indicate

Commercial
[C] Budesonide Inhal 05mg/2ml O30o0r
[ Gentamycin Inj 80 mg/2ml O 250r
] Tobramycin Inj 80mg/2ml O 250r

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)

/ /




	19: Loxasperse

	First Name: 
	Last Name: 
	BirthDate_af_date: 
	Primary Phone: Off
	Primary Phone Number: 
	Secondary Phone: Off
	Secondary Phone Number: 
	Address: 
	City, State, ZIP: 
	Allergies: 
	Medications: Off
	Doses: Off
	Strength: 
	Strength_2: 
	Strength_3: 
	Strength_4: 
	Strength_5: 
	Strength_6: 
	Strength_7: 
	Strength_8: 
	Strength_9: 
	90 or: 
	90 or_2: 
	90 or_3: 
	90 or_4: 
	90 or_5: 
	90 or_6: 
	90 or_7: 
	90 or_8: 
	90 or_9: 
	45 or: 
	Indicate: 
	Indicate_2: 
	Indicate_3: 
	30 or: 
	25 or: 
	25 or_2: 
	Refill: Off
	SIG: 
	WRITE PRESCRIPTION  ADDITIONAL COMMENTS: 
	DOCTOR: 
	Phone: 
	NPI: 
	DEA: 
	Office Manager: 
	Office Manager Phone: 
	Office Fax: 
	Office email: 
	Date_af_date: 


