_t—/ / MEDS '~ MOTION 801.590.7003

PHARMACY REFORMULATED

Dry Eye Patients

Patient Name: Provider Name:
Phone: D.O.B: Phone:
Address: Contact Name:

Contact Email:

Allergies: NPI:

PRESCRIPTION

Cyclosporine 0.1% Ophthalmic, 6mL

refils: O Qe @PrN

Date Signature

Directions: Instill one drop into each eye twice daily.

For patient security
Please print and fax form to:

801.590.7003

Questions?

855.506.6999
medsinmotion.com
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