WOMEN'’S CARE

Prescription Order Form

PH: (855) 246-6338
Please Fax to:
(877) TN-TT79

PLEASE FAX with Patient Demographic Sheet & Rx Insurance Card

FIRST NAME:

LAST NAME:

ADDRESS:

PRIMARY PH #:

SECOND PH #:

CITY, STATE, ZIP:

DATE OF BIRTH:

EMAIL ADDRESS:

ALLERGIES:

Additional Info

LAST 4 DIGITS OF SSN:
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x Medication Order:

LACTATION:

Pharmacist Please Compound:

Prescriber: You may chan

Ige the directions, or delete / substitute / add
any additional medications for all formulations.

VAGINITIS:

PAIN MANAGEMENT

I:I Sore & Cracked

Mupirocin 2% Oint +
Betamethasone 0.1% Oint +
Nystatin 100,000 u/gm Oint +
Clotrimazole 2% Cream

(in equal parts)

SIG: Apply sparingly to nipple
after each feeding (max 8 appli-

Nipples from Nursing

cations per day). Do not rinse off. || rinse off.
28 su .
QTY: 60gm N QTY: 60gm D PP ;48 supp: $$iz
60gm: $55 . 60 gm: $49 supp:
Refill: 5 Refills: 5 o Refill: 5

I:I Dr. Newman'’s Nipple

Mupirocin 2% +
Betamethasone valerate 0.1% +
Clotrimazole 2%

Ointment

SIG: Apply sparingly to nipple
after each feeding (max 8
applications per day). Do not

Recurrent Vaginal

Ointment Candida

Boric Acid 600mg Vaginal
Suppository

SIG: Insert 1 suppository
vaginally daily

TY:
14 supp

|:| Vulvodynia

Amitriptyline HCI 2% +
Baclofen 2% +
Gabapentin 5%
Vaginal Cream

D add Lidocaine 5%

SIG: Use 0.5gm on vulva up

to 3 times daily

QTY: 30gm
30g
Refill: 5

$44

|:| Interstitial Cystitis
Diazepam Vaginal Suppositories

DOSE:

I:ISmg D10mg DZOmg

SIG: Insert 1 suppository
vaginally every 4-6 hours PRN

QTY: 30 each
(Thirty)

Refill: 5

INTIMACY: OTHER COMPOUNDED PRODUCTS:

[ Climax Cream I:ITesfosferone Transdermal I:l Ketoprofen 20% + Rx:
) o Cream Lidocaine 5%
Sildenafil Citrate 1% Cream
Cream
SIG: Apply 1 click (0.25gm) to clitoris Testosterone 2mg/gm Transdermal HRT
15 to 20 minutes prior to intercourse Cream
(Massaginq gently v~{ifh fingerfip info area
gﬁ'fe\’z:l?/no:ncrl‘iio(’rgle;lenagciE:':wdclcsl;r:frfl.s 'G*Eﬁﬁy SIG: Apply 1gm to inner arm, thigh or SIG: Apply BID-TID to SIG:
spread remainder around inside of labia lower abdomen daily (rotate sites) (area of body)
surrounding vaginal entrance).
QTY:
QTY: |
60
[15gm 5gm: $40 QTY: 30gm om
E.logm 109m. oo 1209“’1 60gm: $39
15 gm: . .
o 15gm: $90 Refills: 5 Refills: 5 120gm: $59 QTY: Refills:
. ]
Refill: 5
(OPTIONAL) ADDITIONAL NOTES:
We also have Compounded Formulas for:
* Vaginal Atrophy
* Male Hormone Replacement Therapy
¢ Many other conditions
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
Venture Consultants, LLC and is only intended for use between provider and patient. Any unauthorized use could result

independent judk C al T use b en t v
addressee and may contain information that is confidential, privileged, and proprietary or exempt from disclosure under

m
in legal action. %his facsimile transmission is intended to be delivered to the name

ent of a licensed professional. This form is proprietary of Pharmaréy

BMsf_BHRT19
082418_WEB

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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