
                   New Human Prescription Order Form  

 

 
Patient Information 
 
Name:  ___________________________________________________________________       

⁭ M ⁭ F       DOB: ____/____/____   Allergies:   ___________________________________ 

Address:  __________________________________________________________________  

City   ____________________________    State:  ______   Zip Code: __________________ 

Home Phone: _________________________   Cell #:    _____________________________ 

Prescribed Compounded Medication 
Name of Formula or Desired Ingredients  

_________________________________________________________________________ 

_________________________________________________________________________ 

 Strength:  __________________                            Type: ____________________________   
 
Quantity to be Dispensed: _________________ Flavor if applicable: _________________ 
 
Directions: ________________________________________________________________ 

                    ________________________________________________________________ 

Refills:   #_____   None    PRN 

 
Dispense to Practice:    _______________      Dispense to Patient:  ____________________ 
 
Prescriber: _________________________      Practice Name:  ________________________ 
 
Address:   _________________________       Phone:      _____________________________ 
                 
                  _________________________ 
 
 
Provider Signature: ______________________________      Date:      __________________ 
 
DEA: _____________________ 
(If ordering controlled medications) 
 

                     
                 Fax to: (207) 619-7273 or email: info@scirxpharmacy.com 

       400 North Route 1, Suite C -- Falmouth, ME 04105 -- Ph: (207) 619-7272  


