
Quality Compounding & Specialty RX 
7160 Warren Sharon Rd 

Brookfield, Oh, 44403 
Phone 330-505-1064   Fax 330-505-1068 

COMPOUND PRESCRIPTION REQUEST 
 
 
 
 
 
Doctor Office Name & Phone:                                                                                                                                                                        .  
          
Doctor Office Phone #:                                                                                                Person Faxing Form:                                                     .                           
            
Patient Name:                                                                                                             Date of Birth:                                                                  .                            

  
Patient Phone #:                                                                Patient Address:                                                                                                        . 

   
 

Compounded Rx 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Doctor Sig:_____________________________ Date_____________ Refills____________ 
 
 

Legal Note: This fax transmission may contain confidential information belonging to the sender, which is legally privileged. This information is intended only for the use of the 
recipient named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, 

or taking of any action in reliance on the contents of this faxed information is strictly prohibited. Please notify us by phone to arrange for the return 
of the original documents. 

                                    
    Please Include Current Medication & Allergy List 
 


