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Signature: _____________________________________________________
Prescriber: ___________________________________  Phone: ____________________
Clinic: _______________________________________ DEA: ______________________
Address: ________________________________________________________________
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Notes: 

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

Patient Name: ______________________________ DOB: _________ Date: __________

Address: __________________________ City: __________________ State: __________ 
Zip: ________

Phone:______________________________


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	atropine: Off
	eye: Off
	Text12: 
	Text13: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Clear Form: 


