Prescription for OTC Medications
This form will be required for all over-the-counter prescription requests.  We provide this service to those patients with FSAs (Flexible Spending Accounts) requiring a prescription.  A form must be completed for each child.

Kindly allow 1 week for the form to be processed by our office.

Please fill out completely or the prescription will not be signed.

Date:  __________________

Patient Name:  __________________________________
Patient’s Date of Birth:  ____________

Patient’s Address:  _______________________________________________________________________

Patient’s Phone Number:  ________________________

Patient’s Physician (circle)
Sotos

Dairo

Mahoney


Medication


Strength

Dose

Quantity/Amount

# of Refills

__________________________
_________
Per label directions
_________________

_____________

__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
__________________________
_________
Per label directions
_________________

_____________
Pharmacy Name:  ______________________________________

Pharmacy Phone Number: ______________________________

Pharmacy Fax Number:  ________________________________

