
 
 

 General Compounded Medication Order Form 

Patient Information 

Patient Name: __________________________ DOB: ______________ 

Height: _______________________ Weight: ______________________ 

Cell Phone: ___________________ Email: _______________________ 

Address: ___________________________________________________ 

City: _____________________ State: _______ Zip Code: ___________ 

Prescriber Information 

Prescriber Name: ________________________ DOB: _____________ 

NPI: _______________________ DEA #: _________________________ 

Phone: _____________________ Email: _________________________ 

Address: ___________________________________________________ 

City: _____________________ State: _______ Zip Code: ___________ 

Patient Allergies: _________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

PRESCRIPTION 

Rx: __________________________________________________________________________________________ Qty: _______________ 

Sig: _________________________________________________________________________________________ Refills: _____________ 

Rx: __________________________________________________________________________________________ Qty: _______________ 

Sig: _________________________________________________________________________________________ Refills: _____________ 

Rx: __________________________________________________________________________________________ Qty: _______________ 

Sig: _________________________________________________________________________________________ Refills: _____________ 

Rx: __________________________________________________________________________________________ Qty: _______________ 

Sig: _________________________________________________________________________________________ Refills: _____________ 

Rx: __________________________________________________________________________________________ Qty: _______________ 

Sig: _________________________________________________________________________________________ Refills: _____________ 

Notes 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
Fax Delivery Disclaimer: The contents of this fax message and any attachments are intended solely for the addressee(s) named in this message. This communication is 
intended to be and to remain confidential. If you are not the intended recipient of this message, or if this message has been addressed to you in error, please immediately 
alert the sender and then destroy this message and its attachments. Do not deliver, or copy this message and/or attachments and if you are not the intended recipient, do 
not disclose the contents or take any action in reliance upon the information contained in this communication or any attachments.  
 
The FDA does not review any compounded medication for safety/efficacy.  

Prescriber Signature: ____________________ Rx Date: _________________ Prescriber Signature: __________________ Rx Date: _______________ 
                                                  Dispense as Written                                                                                                                                                            May Substitute 

Phone:  888-500-4711 | Fax: 385-855-1221 | Email: pharmacy@genesiscompounding.com 
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