obby PhaRmacy = et e

Speczalty Script

Date: / / .

Needs by Date:

374 Stockholm St. * Brooklyn, NY 11237 » www.lobbypharmacy.com Language: [J Nursing Instruction Required
UROLOGY REFERRAL FORM Ship to: [ Patient I MD Office
Prescriber’s Name: DEA #: NPI:

Address:

City, State, Zip:

Phone:

Fax:

Office Contact:

PATIENT INFORMATION: Please complete the following or send patient demographic sheet

Patient Name: Date of Birth: / / Gender: OJF OM

Address: City, State, Zip:

Home Phone: Alternate: Email: o
B - R— CLINICAI: INFORMATION )

; Diagnosis: ICD-10: Serum Creatinine: .

‘7 Renal Dystunction: [JYes [JNo  Liver Dysfunction: [J¥es []o H/H (Hemoglobin/Hematocri:

PRESCRIPTION INFORMATION

i MEDICATION |

DOSE/STRENGTH SIG QTY. | REFILLS

’D Eligard*

|0 Casodex

- — = — — —. e L — ]

: ;
\ O Initial, 240 mg sub 2 f 120 n e twery o |
; tial, } tions of 12
Oimagon | i 4028 gen e cions o 204 o |
' g = y O Patient |

O Lupron

- e - - O2 daily for 30 days | =
OWGanons jCaemg - D1 daily for 30 days |

0J3.75 mg M every 4 weeks Delivery to:
O Trelstar 01125 mg IM every 12 weeks O MD
[022.5 mg IM every 24 weeks O Patient

O Xgeva * ‘

O ZoladeX‘ 0J 250 mg [ Take 4 tablets daily without food

[ Zytiga O 5mg [ Smg BID with food [ Other:

[J With Prednisone

|

Physician Signature:

IMPORTANT NOTICE: This f, le is ded to be del

d only to the named addressee and may contain

If it is received by anyone other than the named add , the should

transmitter matenal. In no event should such material be read or retained by anyone other than the named

y notify the center at the add

For additional information please visit our website www.lobbypharmacy.com

ePrescribe to our pharmacy “Lobby Pharmacy”

e (718) 963-7222

Date:
that is privileg y or exempt from disclosure under applicable law.
and P b set forth herein and obtain instructions as to disposal of the
except by exp honty of the sender to the named addressee.



