ONYCHOMYCOSIS Please Fax to:

Prescription Order Form (877) 791-7779
PLEASE FAX with Patient Demographic Sheet & Rx Insurance Card

[a) FIRST NAME: LAST NAME: o | ADDRESS:
w £
E PRIMARY PH #: SECOND PH #: Tg CITY, STATE, ZIP:
2 o
(¢} E
L) | DATE OF BIRTH: ALLERGIES: g EMAIL ADDRESS: LAST 4 DIGITS OF SSN:
(1< <
H H 5 . Prescriber: You may change the directions, or delete / substitute / add
Rx Medication Order: Pharmacist Please Compound: any additional medications for all formulations.

[ 1# 11C Formula

ltraconazole 1% + Terbinafine HCI 2% + Quantity: I:l 15mL/$34.99 |:| 30mL/$59.99
Ibuprofen 2% In DMSO polish Sig: Brush on affected nail(s) BID.

Refill:

Prescriber Information: Contact Informatio

PRESCRIBER’S SIGNATURE: ADDRESS:
PRESCRIBER NAME (PRINT): CITY: STATE: ZIP:
NPI# or DEA# (CTP# for CNPs only): DATE: PHONE #: FAX #:
The information provided herein is for reference only and is not to be relied upon as making any representation as to the efficacy of any particular formulations. Nothing herein is intended to replace BMsf ONMYO02
the independant judgement of a licensed professional. This form is proprietary of BioMed Pharmacy and is only intended for use between provider and patient. Any unauthorized use could result in 082418 WEB
legal action. This facsimile transmission is intended to be delivered to the named addressee and may contain information that is confidential, privileged, and propneta?/ or exempt from disclosure under |
o

applicable law. If it is received by anyone other than the names addressee, the recipient should immediately notifx{ the sender at the address and/or telephone number set forth herein and obtains instructions
as to the disposal of the transmitted 'material. In no event should such material be read or retained by anyone cther than the addressee, except by express authority of the sender to the named addressee.
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