
Urology Tri-Mix Prescription Form

Patient Name: ___________________________________ DOB: ____________ Date: ______________

Address: ____________________________ City: _____________________ State: _____________ Zip: ________

Phone:______________________________

Prescriber: ___________________________________    Phone: __________________________
Clinic: ______________________________________________________________________________________
Address: ____________________________ City: _____________________ State: _____________ Zip: ________

QTY: 5 ml   Sig:  Use as Directed by Physician
    Protect from light & keep frozen
   Alt Sig: __________________________________________________________________
   ________________________________________________________________________
   ________________________________________________________________________

Supplies:
_____ #10 pack of syringes  _____ Alcohol Swabs   _____ Sharps Container

______________________________________     Re�lls: PRN
Physician Signature

Bi-Mix:
     ____ Phentolamine 1 mg/ml
 Papaverine 30 mg

     ____  Phentolamine 2 mg/ml
 Papavering 30 mg

     ____  Phentolamine 3 mg/ml
 Papaverine 30 mg

Tri-Mix:
___ Regular Strength
Papaverine 18 mg
Phentolamine 0.6 mg
Alprostadil (PGE) 7.0 mcg/ml

Quad-Mix:
Papaverine ______ mg
Phentolamine ______mg
Alprostadil (PGE) ______ mcg/ml
Atropine ______ mg

___ Double Strength
10 mcg/ml
30 mg
1 mg

___ Triple Strength
30 mcg/ml
30 mg
2 mg

Rx:

Please print, sign and fax this form to 970-663-7478
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