
                                                  Compounded Prescription Order Form        

 
Patient Name: ______________________________________________________ Date of Birth: __________________ 
 
Address: ___________________________________________ City: ________________ State: ______ Zip: ________ 
 
Allergies: _____________________________________________ Phone: (_________) _________________________ 
 

 

COMPOUNDED MEDICATION 

 
Compounded Estradiol 11mcg DOTT suppository 

 
Sig: Insert 1 suppository vaginally twice weekly at bedtime. 
 
 

Quantity: 24 suppositories (~3 month supply)                     Refills: __________ 
 
 

 

 

 

 

Prescriber Signature: ___________________________________________________ Today Date: ________________ 

Prescriber Printed Name: _________________________________________ □MD  □DO  □ND  □PA  □NP  □CNM/CN 

State License: __________________ DEA: ________________________ NPI: ________________________________  

Address: _________________________________________City: _______________ State: ________ Zip: __________  

Phone: ____________________ Fax: ____________________ E-mail: ______________________________________  
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