
 Rx FAX to:  Clinic:  
          Address:       
          City, State, Zip:        
PHARMACY SERVICES ENROLLMENT FORM         Rx Phone:   Phone:                 Fax:        

For Office Use Only                  

Name: ________________________________ Today’s Date: ___________________ Anticipated Start Date (REQUIRED): ___________________________ 

Address: __________________________________________________________________________________           DOB: ____________________________ 
Indicate priority with a number 1, 2, and 3 in check box. 

 Home: ______________________________  Work: __________________________________  Cell: ________________________________________  
ICD9- _________________    Cycle#: __________________ Cycle Type:  IUI  IVF  FET          Insurance   : Copy of card (front and back)       

 Desogen®  Mircette® ____ Qty (Packs) 

Sig.: _____________________ (= ___ days) ____ Refills 

 Low Dose HCG  10 International Units /ml  20 International Units /ml  

 1ml Insulin Syringes # ____    ____Qty (Vials) 

 
Sig.: _____________________ (= ___ days)  ____ Refills  

 

 Leuprolide Acetate 1mg/0.2ml – 2 Week Kit ____ Qty (Kits) 

Sig.: _____________________ (= ___ days)  ____ Refills 

 Microdose Leuprolide Acetate ______mcg/______ml       5ml Vial 

 ½ml Insulin Syringes #____  ____Qty (Vials) 

Sig.: _____________________ (= ___ days)   ____ Refills 

 HCG 10,000 International Units  Novarel® 10,000 International Units   

 Pregnyl® 10,000 International Units ____ Qty (Vials)  

 #___ 3ml 22g 1 ½” syringes/needles #___  ___g ___” needles 

Sig.: _____________________ (= ___ days)  ____ Refills  

  Lupron Depot® ______________ mg ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills 

 

 Crinone® 8% Gel – 15 per box ____ Qty   

Sig.: _____________________ (= ___ days)  ____ Refills 

 Ganirelix Acetate for Injection 250mcg ____ Qty   

 Sig.: _____________________ (= ___ days)  ____ Refills 

 Endometrin® Vaginal Tablet 100mg ____ Qty 

Sig.: _____________________ (= ___ days)  ____ Refills 

 Cetrotide®  0.25mg  3mg ____ Qty (Kits)  

Sig.: _____________________ (= ___ days)  ____ Refills 

 Ovidrel® 250mcg Prefilled Syringes ____ Qty   

Sig.: _____________________ (= ___ days)  ____ Refills 

  Follistim® AQ Cartridge         

 Follistim Pen® 

                                      QTY: ____ 300 ____ 600 ____ 900 International Units   

Sig.: _____________________ (= ___ days)  ____ Refills 

 Follistim® 75 International Units ____ Qty (Vials)  

 Follistim® 150 International Units ____ Qty (Vials)  

 #___ 3ml 22g 1 ½” syringes/needles #___  ___g ___” needles 

       

 Progesterone in Oil-50mg/ml 10ml Vial ____ Qty   

 Progesterone in Ethyl Oleate 50mg/ml 10ml Vial ____ Qty   

draw:  3 cc 18g 1½ ” needle #___   inj: 22 g 1½ ” needle  #___         

Sig.: _____________________ (= ___ days)  ____ Refills  

 
 Progesterone Suppositories _____ mg ____ Qty 

Sig.: _____________________ (= ___ days)  ____ Refills  

 
 
 

 Gonal-f® RFF Pen     Qty: ____ 300 ____ 450 ____ 900 International Units 

Sig.: _____________________ (= ___ days)  ____ Refills 
 

 Gonal-f® 450 International Units Multidose ____ Qty (Vials)  

 Gonal-f® 1050 International Units Multidose ____ Qty (Vials)  

 Gonal-f® RFF 75 International Units ____ Qty (Vials)  

Sig.: _____________________ (= ___ days)  ____ Refills 

 Prometrium® 200mg capsules ____ Qty 

Sig.: _____________________ (= ___ days)  ____ Refills 

 Medrol® _____mg  tablets ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills 

 Doxycycline 100mg capsules ____ Qty  

Sig.: _____________________ (= ___ days) ____ Refills 

 Repronex® 75 International Units  IM  SC ____ Qty (Vials)  

 #___ 3ml 22g 1 ½” syringes/needles #___  ___g ___” needles  

Sig.: _____________________ (= ___ days)  ____ Refills 

 Clomid® 50mg  Clomiphene Citrate 50mg ____ Qty   

Sig.: _____________________ (= ___ days)  ____ Refills 

 Estrace® 1mg   2mg  tablets ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills 
 Menopur® 75 International Units  IM  SC ____ Qty (Vials)   

 #___ 3ml 22g 1 ½” syringes/needles #___  ___g ___” needles 

Sig.: _____________________ (= ___ days)  ____ Refills 

 

 Estradiol Patch __________mg ____ Qty 

Sig.: _____________________ (= ___ days) ____ Refills 

 Other:       ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills  

  Luveris® 75 International Units   IM  SC ____ Qty (Vials)   

 #___ 3ml 22g 1 ½” syringes/needles #___  ___g ___” needles  

Sig.: _____________________ (= ___ days)           ____ Refills 

 

 Other:       ____ Qty  

Sig.: _____________________ (= ___ days) ____ Refills  

 

 Other:       ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills  

 

 Other:       ____ Qty  

Sig.: _____________________ (= ___ days)  ____ Refills  

  SCHEDULE TEACH & TOUCH, CALL RN ON DAY MEDICATION ARRIVES. 
  

 
 

Prescriber’s Signature: ____________________________________________________________________MD DEA#_________________________________ 
                                                               INTERCHANGE IS MANDATED UNLESS PRACTITIONER WRITES THE WORDS “BRAND NAME NECESSARY” IN THIS SPACE 
 
Prescriber’s Name (Print): ____________________________________________________ 
 
CONFIDENTIAL HEALTH INFORMATION: Healthcare information is personal information related to a person’s healthcare.  It is being faxed to you after appropriate authorization or under circumstances that don’t require authorization.  You are 
obligated to maintain it in a safe, secure and confidential manner.  Re-disclosure of this information is prohibited unless permitted by law or appropriate customer/patient authorization is obtained.   Unauthorized re-disclosure or failure to maintain 
confidentiality could subject you to penalties described in federal and state laws. 
IMPORTANT WARNING:  This is intended for the use of the person or entity to whom it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law.  If the reader of this 
message is not the intended recipient, or the employer or agent responsible for delivering it to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED.  If you have 
received this message in error, please notify us immediately. 
Drug names are the property of their respective owners.                Phone:  1-718-762-7400    Fax: 1-718-762-7404   

Toll Free: 1-888-93-EVERS

1-718-762-7400

1-718-762-7404


