PATIENT INFORMATION:
Patient Name: _______________________________________DOB: ___________
Address: ___________________________________________________________
City:________________________________ State: ___________ Zip: ___________
Phone Number: ______________________Alt Phone:______________________
Email: _____________________________________________________________
Allergies: __________________________________________________________
Height: ____________   Weight: ___________     Gender:        □ Male     □ Female

Our Family of Pharmacies:
· Chris’ Pharmacy and gift’s
(Maurepas, LA)
· Chris’ Pharmacy and Gifts 
(Port Vincent, LA)
· John’s Pharmacy in Albany
(Albany, LA)
· Redstick Pharmacy 
(Baton Rouge LA)














PRESCRIPTION INFORMATION:
Medication & Strength
Directions
Qty
Refills

Sildenafil 20 mg
90 tablets for $69

Take 2-5 tablets as directed
#50


Sildenafil RDT:
(Rapid Dissolve Tablet)

[image: ]50mg   [image: ] 100mg
$10/tablet or $180/30 Tablets any strength.

Dissolve one tablet in mouth 30 minutes before needed
(max 1 tablet per 24 hours)



Tadalafil RDT:
(Rapid Dissolve Tablet)

[image: ]10mg    [image: ] 20mg
$10/tablet or $180/30 Tablets

Dissolve one tablet in mouth30 minutes before needed
(max 1 tablet per 72hours)



Tadalafil RDT:
(Rapid Dissolve Tablet)

[image: ]2.5mg   [image: ]  5mg
$4/Tablet or $70/30 Tablets

Dissolve one tablet in mouth daily


Vardenafil RDT
(Rapid Dissolve Tablet)

[image: ]2.5mg   [image: ]  5mg

[image: ]10mg    [image: ] 20mg
$10/tablet or $180/30 Tablets

Dissolve one tablet in mouth 60 minutes before needed.
(max 1 tablet per 24 hours)
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· PRESCRIBER INFORMATION:
Physician Name: ______________ _______________________________
Address: ____________________________________________________
City:_____________________       State: __LA__          ZIP: ____________
Phone Number: __________________   Fax:__________________________
NPI:__________________                        DEA: _____________________________
_______________________________________                  ___________________

Date
Physician’s Signature
Confidentially Notice: this fax is intended to be delivered only to the named addressee and contains confidential information that may be protected heath information under federal and state laws.  If you are not the named addressee, you should not disseminate, distribute, or copy this fax.  Please inform the sender immediately if you have received this document in error and then destroy this document immediately 
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