
Specialty Pharmacy
Medi- Serv Pharmacy

2611 Webster Ave. Bronx NY 10458
718-395-4000

Send Prescriptions to Fax # (347) 233-
Patient Prescription Request Form

Name: D.O.B Sex:

State: zip:Add ress: City:

Phone #: H ea lth Insu ra nce I D#:

Patient Signature:

#A PAIIY
CFIEAN'I
For Jolrrt Prln
Baclc Paln
l(rree Paln

tVlrrscle Paln

I Pain cream
Lidocain e 5% Ketoprof ren 2O%o

Gabapentin 4% Menthol 3%

Campho r 3% Diclofena c 3% CREAM

BASE QID AD 240 GMS APPLY 4

PUMPS DAILY

tr Flector Patches

#60 Patches

ApplV 2 times daily

+ lndicate in notes, Diagnosis/lCO-l0 codes:

Physician

Ad d ress:

Phone#:

City:

+ Physician Signature: Date:

Prescriber Authorization

Refill amount: Iarefills tr 5refitts tr

Name:

Fax#:

N PI#:

State: ZIP:

tr Pain Tablets
Vimovo 375 OR 500

-2Omg

#60 TABS Take 1 Tablet by
mouth twice daily as needed

for pain

Delivery will be included with your order. We specialize in obtaining Prior Authorizations.
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