
	
	
	

Prescription	for	Compounded	Medication	
1. Complete	all	fields	and	sign	prescription.	
2. Email	or	Fax	to	Thompsons	Pharmacy	
3. Post	this	original	prescription	to	Thompsons	Pharmacy	

	
Prescriber	Details	
	
Name			_______________________________________Prescriber	Number_____________	
Address		_______________________________________________________________________	
Suburb	________________________		State	______________	Postcode	___________	
Contact	Phone	number		__________________________	
	
	
Patient	details	
	
Name			__________________________________________________________________	
Address		________________________________________________________________	
Suburb	________________________		State	______________	Postcode	________	
Date	of	Birth	___________	
Contact	Phone	number		______________________________	
	
Medication	details	(	product/form/quantity/flavour	)	
	
_____________________________________________________________________________________________	
	
_____________________________________________________________________________________________	
	
Directions	
	
Repeats		_______	
	
Prescriber	signature	___________________________________		Date	_________________	
	

	

! Pharmacy	to	contact	patient	
before	compounding	

! Patient	collecting	from	
pharmacy	

! Posting	to	Patient	
! Posting	Clinic	

	
	

	

! Charge	to	account	
! Charge	to	Credit	Card	

	Visa	/	Mastercard	/	Amex	
	
Card	#	__|__|__|__|		__|__|__|__|		__|__|__|__|		__|__|__|__|	
Card	Expiry		___|___	


