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Date:_____________

Patient’s Name:____________________________ Phone#________________________

Address:________________________________________________________________

_______________________________________________________________________

Insurance:__________________  ID#________________  Group#__________________

DHEA 

Strength_______________
#__________

Refills:________
( Capsules S.R.  

( Capsules I.R.

( Oil-based Capsule  

( Sublingual Drops  

( Transdermal Cream 

SIG:_______________________________________________________________________________________

BIEST 

Strength:  Estradiol ________ /Estriol__________  #__________     Refills:________

( Capsules S.R.  

( Capsules I.R.


( Sublingual Drops 

( Transdermal Cream

( Troche

SIG:_______________________________________________________________________________________

ESTRADIOL 
Strength_______________
#__________

Refills:________
(   Capsule

( Troche 
( Vaginal Cream  
( Vaginal Suppository

SIG:_______________________________________________________________________________________

ESTRIOL 
Strength_______________
#__________

Refills:________
(   Capsule

( Troche
 ( Vaginal Cream
( Vaginal Suppository

SIG:_______________________________________________________________________________________

PROGESTERONE – bio-identical  Strength_______________    #__________

Refills:________
( Capsules S.R. 

( Sublingual Drops

( Transdermal Cream

( Troche

( Triturates


( Vaginal Suppository

( 5ml syringe

( 10ml syringe 

( Accu Pen (0.12ml/pump)
( Topi Click (0.25ml/click)

SIG:_______________________________________________________________________________________

MELATONIN 

Strength_______________    #__________

Refills:________
(Capsules S.R.  

( Capsules I.R.


( Sublingual Drops

( Troche

( w/Tryptophan 250mg  
(w/GABA

SIG:_______________________________________________________________________________________

TESTOSTERONE – bio-identical   Strength_______________    #__________

Refills:________
( Sublingual Drops

( Transdermal Cream

( Troche
( Vaginal Cream

( 5ml syringe

( 10ml syringe 

( Accu Pen (0.12ml/pump)
( Topi Click (0.25ml/click)

SIG:_______________________________________________________________________________________

THYROID  Strength________________Grain/mg  
#___________  

Refills________________

( Armour



( Thyronine SR


( Liotrix T4______%T3______%

SIG:
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Signature:_______________________________Phone #__________________________

Physician                                                  DEA                              License
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