PH: (855) 246-6338
FEMALE BHRT Please Fax to:
Prescription Order Form (877) 791-7779
PLEASE FAX with Patient Demographic Sheet & Rx Insurance Card

» | FIRST NAME: LAST NAME: ADDRESS:

o ol

la:" PRIMARY PH #: SECOND PH #: £| CITY, STATE, zIP:

- ©

= | DATE OF BIRTH: 5| EMAIL ADDRESS:

o £

L 3

@ | ALLERGIES: <| LAST 4 DIGITS OF SSN:
>

Prescriber: You may chan]ge the directions, or delete / substitute / add

Rx Medication Order: Pharmacist Please Compound: any additional medications for all formulations.

TRANSDERMAL CREAMS:

I:I BI-EST Cream Check one Dose: I:l 0.75mg/gm |:|1.25mg/gm I:|2.5mg/gm |:|5mg/gm I:l ___:  mg/gm
Select BI-EST Ratio of Estriol (E.) : Estradiol (E,) I:I (80:20) |:|(50:50) [1(0:90) Note: If no selection, fill (80:20)

I:I Progesterone Cream Checkone Dose:  []10mg/gm I:IZOmg/gm |:|30mg/gm [somg/gm [ mg/gm

[ ] Testosterone Cream Checkone Dose:  [_]0.25mg/gm []0.5mg/gm [Jimg/gm Clemg/om [ ] mg/gm

I:l Custom Blended Cream Estriol mg/gm, Estradiol mg/gm, Progesterone mg/gm, Testosterone mg/gm

SIG: Apply 1lgm to inner arm, thigh or lower abdomen QD (rotate sites) QTY: I:I 30gm D60gm |:| 90gm

NOTE: Medications will be combined into a single cream unless otherwise requested. Refills:

VAGINAL CREAMS:

D Estriol (Es) Emollient Cream Check one Dose: I:IO.Smg/gm I:l'lmg/gm I:Ing/gm I:li mg/gm QTY: 30gm
SIG: Insert 1lgm vaginally QHS for 2 weeks, then 2 times weekly for 2 weeks, then PRN Refills:

I:I Estradiol (Ez) Emollient Cream  Check one Dose: I:IO.Smg/gm I:l Tmg/gm I:Ing/gm I:l — mg/gm QTY: 30gm
SIG: Insert ¥2 gm vaginally QHS for 7 days, then use 2 times weekly Refills:

[] Testosterone Emollient Cream  Check one Dose: I:I 0.25mg/gm [10.5mg/gm EI'Img/gm I:l _ mg/gm QTY: 30gm
SIG: Insert 1lgm vaginally QHS for 7-10 days, then 2 to 3 times a week Refills:

ORAL CAPSULES:

[ ] Compounded Progesterone Capsules Dose: [J25mg [Jsomg [75mg [ mg

SIG: Take 1 cap at bedtime to relieve insomnia QTY: I:I30 caps I:IéO caps I:I 90 caps [IREL) caps  pefills:

PRICES FOR ABOVE BHRT *except capsules: | 30gm | 60gm | 90gm

1 Ingredient (single hormone, includes Testosterone) $50 $74 $110 Amount is per capsule or Ilgm of crea'm. Creams are dlspensed' in convenient
pump bottles or tubes unless otherwise requested. All formulations are gluten,
2 Ingredients (2 hormones) $55 $82 $121 casein, dye, sulfate & paraben free. Capsules are vegetarian upon request.
3 Ingredients (3 hormones) $60 $89 $132 Vaginal creams are alcohol free. 1gm = TmL = lcc
4 Ingredients (4 hormones) $65 $96 $143
Prescriber Information: Contact Information:
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 the BMsf BHRT19
independent judgment of a licensed professional. This form is proprietary of Pharmacy Venture Consultants, LLC and is only intended for use between provider and patient. Any unauthorized use could result 08241 8_WEB

in legal action. This facsimile transmission is intended to be delivered to the named addressee and may contain information that is confidential, privileged, and proprietary or exempt from disclosure under
applicable law. If it is received by anyone other than the names addressee, the recipient should immediately notify 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 other than the addressee, except by express authority of the sender to the named addressee.
As always, the FDA does not review any compounded medication for safety of efficacy.
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