Patient Name: DOB: Date:

Address: City: State:
Zip:

Phone:

Drug Info

Directions:

Notes:

Signature:
Prescriber: Phone:

Clinic: DEA:

Address:

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




	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	CLEAR FORM: 


