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PRESCRIPTION PAD
REQUISITION

CONTACT:

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

LOCATIONS:

M BEACH M DIAMOND M LOGAN HEIGHTS M NORTH PARK

M BEACH WOMEN’S M DOWNTOWN M LH ADULTS M NP CIACCIO MEMORIAL CLINIC

M BLACK INFANT HEALTH M GROSSMONT M LH CHRONIC CARE M SHERMAN HEIGHTS

M CHASE M HILLCREST M LH PEDS M TEEN

M CHULA VISTA M KIDCARE M LH PODIATRY M ___________________________

M CITY HEIGHTS M LH FAMILY COUNSELING M LH WOMEN’S M ___________________________

P.O #: PHONE NUMBER: ACCOUNT NUMBER:

DESCRIPTION

PORTRAIT STYLE A - ONE PART

PORTRAIT STYLE B - TWO PART

PORTRAIT STYLE C - ONE PART

PORTRAIT STYLE D - TWO PART

LANDSCAPE STYLE - TWO PART

DENTAL GENERAL USE PAD - TWO PART

QUANTITY

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

DOCTOR NAME:

DEA #: NPI #:

LICENSE NUMBER:

PORTRAIT STYLE B - TWO PART PORTRAIT STYLE C - ONE PART PORTRAIT STYLE D - TWO PART DENTAL GENERAL USE PAD - TWO PARTPORTRAIT STYLE A - ONE PART LANDSCAPE STYLE - TWO PART

M 24  M 48  M 100

M 24  M 48  M 100

M 24  M 48  M 100

M 24  M 48  M 100

M 24  M 48  M 100

M 24  M 48  M 100
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