NEW PRESCRIPTION ORDER FORM

“ Patient Information

Last Name First Name Mi
Address Apt. #
City State ZIP Phone Number

Date of Birth (mm/dd/yyyy) Sex OM OF Email

e Prescriber and Prescription Information

Prescriber’'s Name

Phone Number Fax Number

Street Address

City State ZIP
NPI DEA

Prescribing Form - TOPICAL CREAM - Bio-ldentical HRT

Please compound:

mg/day Apply daily Normal dosage range 10-50mg/day topical.
Slightly higher doses (60-100mg/day) may
be used in pre-menopausal women

O Progesterone

O Bi-Est —___mg/day Apply ___ daily Normaldosagerange 0.375mg-2.5mg /day
or

O Estradiol (E2) mg/day Apply daily Normal dosagerange 0.1mg-2.5mg/day

O DHEA —___mg/day Apply ___ daily Normal dosagerange 0.5mg-2.5mg/day

Administration Instructions (Select all that apply)

O Combineallingredients into one cream

O Special Dosing:

Notes:
Bi-Est formulation = 80% Estriol (E3)/20% Estradiol (E2)

Topical Creams are dispensed in a metered dose pump (1 pump = 0.5ml or 2 pumps = Tml)

QTY: O 1month O 2months O 3months O Other

Refills: O1 ©2 03 04 O5 06 0O7 08 09 OI10 O Other:

X

Prescriber’s Signature Date

e Fill out the Pharmacy Name and Fax number, then fax it to the Pharmacy.

Pharmacy Name Pharmacy Fax Number

The pharmacy name & fax # cannot be pre-printedin order to comply with Rl Law 216-RICR-40-15-1section 1.3A10



B Bayview Pharmacy

Your modern compounding pharmacy. ™

FAX COVER SHEET

I m Please fax your order to:

[ 1| 401-284-4506

3844 Post Road, Warwick R102886
Phone: 401 - 284 - 4505
www.bayviewrx.com



	Bio-Identical HRT Order Form TOPICAL CREAM V2
	Fax Cover Sheet

	Last Name: 
	First Name: 
	MI: 
	Address: 
	Apt: 
	City: 
	State: 
	ZIP: 
	Phone Number: 
	Date of Birth mmddyyyy: 
	Sex: Off
	Email: 
	Prescribers Name: 
	Phone Number_2: 
	Fax Number: 
	Street Adress: 
	City_2: 
	State_2: 
	ZIP_2: 
	NPI: 
	DEA: 
	mgday: 
	Apply: 
	Progesterone: Off
	BiEst: Off
	Estradiol E2: Off
	DHEA: Off
	mgday_2: 
	Apply_2: 
	mgday_3: 
	Apply_3: 
	mgday_4: 
	Apply_4: 
	Notes: Off
	undefined: 
	QTY: Off
	undefined_2: 
	group_1: Off
	undefined_3: 
	Date: 
	Pharmacy Name: 
	Pharmacy Fax Number: 


