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Alprostadil (PGE1)     40 mcg/ml 10-1ml

Alprostadil (PGE1)    ___mcg/ml 10-1ml

PAPAVERINE, PHENTOLAMINE

Bi-Mix #3                               15mg/0.5mg 10- 1ml

Bi-Mix #4                               30mg/1mg 10-1ml

Free Response                 ______mg/_____mg 10- 1ml

PAPAVERINE, PHENTOLAMINE, PROSTAGLANDIN E1 (PGE1)

Tri-Mix (Mayo Formula)    18mg/0.6mg/6mcg 10- 1ml

Tri-Mix #3                          15mg/0.5mg/10mcg 10-1ml

Tri-Mix #5                          30mg/1mg/10mcg 10- 1ml

Tri-Mix #6                          30mg/4mg/2.5mcg 10-1ml

Tri-Mix #8                          30mg/2mg/20mcg 10- 1ml

Tri-Mix #9                          30mg/4mg/40mcg 10- 1ml

Tri-Mix #13                        30mg/6mg/60mcg 10- 1ml

Tri-Mix Free Response     _____mg/_____mg/_____mcg 10-1ml

PAPAVERINE, PHENTOLAMINE, PROSTAGLANDIN E1 (PGE1), 
ATROPINE

Quad-Mix                          20mg/2mg/20mcg/0.2mg 10- 1ml

Free Response               ____mg/___ mg/____mcg/______mg 10-1ml

SIG:

PHARMACY PHONE:  817-274-0050

PHARMACY FAX:        817-860-6083 

Men’s Health Form

PHARMACY PHONE:  817-274-0050

PHARMACY FAX:        817-860-6083 

PATIENT INFORMATION:

Name ________________________________________________________________________  DOB ___________________________________________

 Address _____________________________________________________________________    City  _______________________ST _______Zip _______

 Phone _____________________________________________Cell ______________________   Email __________________________________________

If Mid-level prescriber: Supervising Physician Name:______________________________________________________________ DEA: _____________________

All blanks indicate a control substance and must be written in before submitting

Prescriber Signature:____________________________________________________________________________________________ Date: _____________________

PHYSICIAN INFORMATION:

Name _______________________________________________________________________   DEA# ___________________NPI#___________________

 Address _____________________________________________________________________   City  _______________________ST _______Zip _______

 Phone _______________________________________________________________________  Fax____________________________________________

Oxytocin 200IU/ml Nasal Spray
1-2 sprays in nostril prior to sex

10 ml

NASAL SPRAY

Refills:______ 

_____________Cream 10, 50, 150, & 200mg/gm
Apply 1gm to upper arm or shoulder daily  Disp 30gm

10 ml

TOPICAL CREAM

Refills:______ 

10 Tablet 20mg

SIG:

Take ___tablets 30 minutes prior to sexual activity

Refills:______ 

Refills:______ 

Refills:______ 

Refills:______ 

Refills:______ 

Inject _________ as measured on syringe intercavernously.


