PRESCRIPTION

PATIENT INFORMATION

FIRST NAME: LAST NAME: DATE of BIRTH (Month / Day )
PRIMARY PHONE #: () CELL () HOME () WORK SECONDARY PHONE #: () CELL (QHOME () WORK =
ADDRESS: CITY, STATE, ZIP: ALLERGIES:

[ Acetylcysteine Eye Drops Q5% Q10% QO15% Os5ml O10mI OQ15ml

[ Chloramphenicol 1% Eye Drops O5ml OQ10ml OQ15ml

] Cidofovir 0.5% Eye Drops 2ml

O Cyclosporin O % O 2% Eye Drops OAgeuous O MCT QOll Os5ml OQ10ml OQ15ml

[0 Demecarium Bromide ©0.125% O 0.25% 5ml

[] Diclofenac 0.1% Eye Drops 5ml

[CJEDTAeyedrops O1% O2% O3% O5ml Q10ml O15ml

] Fluconazole 0.3% Eye Drops 5ml

O] Fluconazole 1% / DMSO 10% Eye Drops S5ml

O Flurbiprofen ©0.03% © 0.04% Eye Drops Os5ml O1oml O15ml

[ Idoxuridine 0.1% Eye Drops Os5ml Q1oml Q15ml

[ Tacrolimus 00.02% O0.03% OAqueous OMCT Qil O5ml OQ10ml O15ml

[ Tobramycin % Os5ml OQ10ml Q15ml

] Vitamin A 100001U/ml O5ml Q10mI Q15ml

[ Pilocarpine 0.1% O5ml OQ10ml Q15ml

] Other O5ml OQ10mlI Q15ml

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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