
 

 

 

 

Qty  NDC Product Description  

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

 

Pharmacy Name:_______________________________________ 

 

Address:_______________________________________________ 

 

City:_______________________    State:_____   Zip:__________ 

 

____________________________    ________________________ 

Phone                                                           Fax 

 

____________________________    ________________________ 

DEA#                                                            DEA Exp. 

 

____________________________    ________________________ 

State Lic. #                                                   State Lic. Exp. 

____________________________    ________________________ 

Form Completed by                                              Date 

Please complete and fax to 678-306-1871
or scan & email to info@therxe.com


