ahma COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): [ NKDA Height: Weight:

Product Shipping Options: []Patient's Home []Provider’s Office []Alt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

[ Salicylic Acid 20%/Fluorouracil 4% DMSO Wart Remover Apply to affected nail(s) QD $35 for 10ml

[J Fluconazole 2%/Ibuprofen 2% Hydrogel Apply to affected nail(s) QD $35 for 8ml

[ Clotrimazole 2%/Ibuprofen 2% DMSO Nail Solution Apply to affected nail(s) QD $35 for 8ml

Apply to affected area(s)

- 0 1 Nt o/ 1 . o/ 1
[J Pentoxifylline 5%/ Nifedipine 2%/Lidocaine 6% Lipoderm QD [ BID [ TID CJQID

$50 for 30g

[J Minoxidil 10% Topical Solution Apply to affected nail(s) QD $35 for 10ml

Prescriber Signature (Please sign and date below)

Prescriber Signature:

Date

ACCREDITED
Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



ahma COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address: City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): ] NKDA Height: Weight:

Product Shipping Options: [JPatient's Home []Provider’'s Office [JAlt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

] Hair Serum F

Minoxidil 5%/ Finasteride 0.1%/Tretinoin g’ %yDtODS:g $60 for 60m!
0.01%/Fluocinolone 0.01% Topical Solution
(] Hair Serum D Apply to scalp
Lo . o e
Minoxidil 5%/Dutasteride 0.75%/Tretinoin QD [ BID $80 for 60ml

0.01%/Fluocinolone 0.01% Topical Solution

Massage onto scalp and rinse

0,
[] Progesterone 0.5% Shampoo three times weekly

$80 for 100ml

Take one capsule by mouth

[J Minoxidil 2.5mg/Dutasteride 0.5mg Capsules . $55 for 30 capsules
once daily
Pre be gha e (Please sign and date belo
‘G’;C
Prescriber Signature:
Date ACCREDITED

Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



ahma COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address: City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): ] NKDA Height: Weight:

Product Shipping Options: [JPatient's Home []Provider’'s Office [JAlt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

] Sildenafil 1% Cream [ Sildenafil 3.6% Cream Apply a pea-sized amount $65 for 30
[] Sildenafil 2% Cream [] Sildenafil 4% Cream QD PRN 9

. . [J $75 for 30g

o,
] Testosterone 0.8% Cream Apply 2 clicks (4mg) topically QD PRN (] $95 for 60g
. . Apply a pea-sized amount to vulva
[ Estradiol 0.01% Ointment . $45 for 30g
vaginally QD

[] Hydroquinone 4%/Tretinoin 0.1%/ Azelaic Acid Apply to affected area(s) QD $65 for 30
15%/Hydrocortisone 1% Cream NOTE: MUST BE REFRIGERATED 9

Prescriber Signature (Please sign and date below)

Prescriber Signature:

Date

ACCREDITED
Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



ahma COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address: City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): ] NKDA Height: Weight:

Product Shipping Options: [JPatient's Home []Provider’'s Office [JAlt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

Benzocaine 20%/Lidocaine 10%/ Tetracaine 10%

Please Select: [] Ointment [ ] Cream Apply to affected area(s) [ $30 for 30g

(] $60 for 60g

Benzocaine 20%/Lidocaine 6%/ Tetracaine 4% tJeb LBIDLITID LJQID [[] $90 for 90g
Please Select: [] Ointment [] Cream

I . Apply to affected area(s) L1 $30 for 30g

[ Nifedipine 0.2% Ointment [ $60 for 60g

Qb OBIDOTID O QID 7 $90 for 90g

[J Nifedipine 0.3%/Lidocaine 5% Ointment Apply to affected area(s) g :gg :Or Zgg

or

[ Nifedipine 0.3%/Lidocaine 4% Ointment QD OBIDITID JQID 0] $70 for gog

] Dilitazem 2%/Lidocaine 3% Ointment Apply to affected area(s) g 2?1 :g: ggg

L Dilitazem 2%/Lidocaine 5% Ointment Qb UJBID LI TID UJQID [ $84 for 903

Prescriber Signature (Please sign and date below)

Prescriber Signature:

Date

ACCREDITED
Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



ahma COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address: City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): ] NKDA Height: Weight:

Product Shipping Options: [JPatient's Home []Provider’'s Office [JAlt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

[ $30 for 30g
[ $60 for 60g
[J $90 for 90g

Apply to affected area(s)

. . o/ A
[ Nitroglycerin 0.125% Ointment QD CIBID O] TID O QID

[J $35 for 30g

] Nifedipine 2%/Benzocaine Apply to affected area(s) 1 $65 for 60
20%/Lidocaine 8%/Tetracaine 4% Ointment JQD UBIDTID I QID 9
[J $95 for 90g
[] Ketoprofen 10%/Gabapentin Apply to affected area(s) g 2;8 :g:: Zgg
5%/Lidocaine 5%/Baclofen 2% Lipoderm [JQD IBID LJTID [JQID 9

[J $90 for 90g

Prescriber Signature (Please sign and date below)

Prescriber Signature:

Date

ACCREDITED
Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



ahma’ COMPOUND

Patient Information

Patient Name: Date of Birth: ] Male []Female
Address: City: State: Zip:
Phone: Alt Phone: Preferred Language:
Allergies (Required): ] NKDA Height: Weight:

Product Shipping Options: [JPatient's Home []Provider’'s Office [JAlt Address:

Prescriber Information

Practice Name: Office Contact:

Prescriber: NPI: DEA:

Address: City: State: Zip:
Phone: Fax:

Prescription Information

Prescriber Signature (Please sign and date below)

Prescriber Signature:

ACCREDITED
Specialty Pharmacy

CONFIDENTIALITY NOTICE: This form and its contents may contain private and confidential information that is intended tor the individual or entity to which it is addressed. Any transmission of this form
may contain information that is exempt from disclosure under laws including but not limited to the Health Insurance Portability and Accountability Act (HIPAA).Unless explicitly stated, you are strictly
prohibited from disseminating, copying or distributing any material contained within. Violators will be prosecuted to the fullest extent of the law. If you received this communication in error, please notify us
immediately and destroy this form and its contents.



