COMPOUND ORDER FORM

Valid only if transmitted by facsimile machine
PATIENT INFORMATIO

PATIENT NAME: DATE OF BIRTH:
[J DELIVER TO PATIENT SSN:
ADDRESS: PHONE:
CITY: STATE: ZIP:
ALLERGIES:

X Sodium Chloride 0.9% Inhalation Solution - QS to amount prescribed

AN BIQ) HERAPFP ADD DONA

O Levofloxacin 125mg
(] Mupirocin Smg

O Levofloxacin 125mg, Budesonide 0.5mg

I:lMupirocin S5mg, Budesonide 0.5mg

ANTIBIOTIC/ANTI-INFLAMMATORY/ANTI-FUNGAL THERAP

O Levofloxacin 125mg, Budesonide 0.5mg, Fluconazole S0mg
(] Mupirocin 5Smg, Budesonide 0.5mg, Fluconazole S0mg

AN A AMMATOR

0 Budesonide 0.5mg

HOQ ONBE

O Mix the contents of one dose with sodium chloride solution (1 BID OR [ TID
030 Day OR [145Day OR O Day

O Other Sig

Refills 0 1 2 3 4 5 PRN

"

NAME: DEA# PHONE:

ADDRESS:

SIGNATURE: DATE:
Dispense As Written May Substitute

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. The sample formulations
described herein result from prescriptions previously ordered by professionals licensed to write prescriptions in their respective discipline. Nothing herein is intended to replace or influence the
independent judgment of any licensed professional.
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