
3505 Austin Bluffs Pkwy., Ste. 101
Colorado Springs, Colorado 80918
w w w . c o l l e g e p h a r m a c y . c o m

Tel:800-888-9358/719-262-0022
Fax:800-556-5893/719-262-0035

Prescription:	 **DATE NEEDED:_________________       (Please allow adequate time to compound medications.)

Drug #1: ___________________________________________ Qty:____________ Refills:____________

Directions: _________________________________________________________ Dx:_______________

Drug #2: ___________________________________________ Qty:____________ Refills:____________

Directions: _________________________________________________________ Dx:_______________

Drug #3: ___________________________________________ Qty:____________ Refills:____________

Directions: _________________________________________________________ Dx:_______________

NOTE: For liability purposes, Fed-Ex will require an adult signature upon delivery. This can be waived if a signature release form is signed 
and sent back to College Pharmacy.

Billing & Shipping Information:

CC# (M/C, Visa, Amex.)    	                  		  Exp. Date	  	          Security Code

 Name on the Credit Card             			    		   			 

Ship to Patient	         Ship to Prescriber

Fed-Ex 3 Day Express (standard Rx)	          Fed-Ex 2nd Day (standard inj shipping)          Fed-Ex Overnight

Practitioner Name (Please Print)				    Signature (Required)

DEA#			   License#		  Phone			  Fax

Office Address (if first time ordering)				    City/State/Zip

Contact Person (if further information is required) / Faxed By:

Delivery Address (if different from patient or practitioner address)	   City/State/Zip

Practitioner Information:	   Circle Designation:    MD   DO   PA   NP   ND   DDS   DVM   DPM   
P
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Patient Information:  For Office Use	        For Veterinary Use     

1.) FL, NY, & NV: No “Office Use” Permitted.    2.) Controlled substances may no longer be ordered for Office Use. (Some Sterile Exceptions Apply.) 	    

Patient Name		      	                  				    Sex		  Date of Birth      	 Date

Patient Address (No PO Boxes)

City											           State			   Zip

Phone (H)			   (W)			   (Cell)					     Email		

Allergies

Non-Sterile Prescription 
Order Form

Please contact us for an Sterile Prescription Order Form. Fax Order To: 800-556-5893

Male / Female


