AffordablePetRX.com veserinany Frofits. S FAX 352-293-7762

PATIENT PRESCRIPTION REQUEST FORM

PATIENT INFORMATION

Pet Ovwner’s Name Pet Owner’s Name
Address
City State Zip Code Phone

PATIENT INFORMATION

¥ of Refills
2 3

Product
Phenylzone Paste 12gm Oral Syr
Pilocarpine 2% Ophth Sol 15 ml
Prednisolone Tab mg

i of Refills
2 3

Prednisolone Ace Ophth Susp 1% 15ml
Prednisolone Sod Phos 1% Oph Sol 15 mi
Frednisone Tab mg

Frevicox Tab mg

Frimidong Tab mg

Frimor Tab mg

Proin Chew Tab mg

P2 Vet Cat Insulin 40-Uiml 10ml Vial
Revolution (size)

Fimadyl Caplet mg

Seleqgiline Tab mg
Spironolactone Tab mg
Sulfameth Wi Trim Tab myg
Sulfasalazine Tabs mg
Eynotic Otic 8 ml
Tapazole Tab mg
Termaril-F Tablets
Terramycin Opth Qint 3 .5gm Tube
Tetracycline Cap mg
Theophyline ER Tah mg
Thyro-Tabs mg

Tresaderm 15ml Bottle

Triamcinolone Tabs myg

Tritop 10 Gm

| rocit-K 10mEq (1080 mg) Tab

| roeze 200mg Tab

Pymox Ofic Hydrocort Free 1.25 Oz Bt
Fymox Otic Wy 1.0% Hydro 1.25 Oz Bil

L= L gy gy [y ey oy |y |y |y ey e gy ey |y | e gy |y | ey ey ey L e g ey o gy e gy Lo gy e
By IR R IR R (R R R [N IR IR IR R IR IR IR IR IR R R R R R IR (R (RO R B
S O O N SO I I O N N - I I O I N S - I S I I N N S S O O N N N Y

W | | | [ [ [ [ [ [ |G [ | [ [ [ | | | | (W | [ (G | G [ |

PATIENT INFORMATION

City/State Zip Code
License # UPIN# Telepl

I certify that [ am actively treating this patient, that this prescription is necessary for
The ir of_ dition/illness)

and that all items completed on this form are accurate.

Vaberimarians Signature Dade

[8] Please complete and fax to: 352-203-7762
Pleasenote : By law, patients carmot recetve medication until this signed prescription is received. Thank youl
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1) Have your veterinarian mark size, quantity and number of refills
2) Have your veterinarian complete, date and sign the veterinarian information form in the bhox ahove.
k) Fax this copy to 1-727-588-0050. Sending only the prescription without an order does not constitute an order. An order must be e mailed, faxed or completed on-line.
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