
 

Fax Order F
  

Patient Name: 

orm 
Date: 

Address: DOB: 

City, State Zip: Allergies: 

Phone: Health Conditions: 

 
 

Wiley Face Crème 
 

o
Wiley Protocol Estradiol (Circle One) 

 +2 +4 +6 Other_____ 
 

 

 

 

l
  

_____________ 

inal +2 +4 +6 Other_____ 

 

 
Sig: 

: 
8   9   10   11   PRN 

_________

The information in this fax message is CONFIDENTIAL & PRIVILEGED.  It is unlawful for unauthorized persons to review, copy, disclose, or disseminate 
confidential information.  If the reader of this warning is not the intended FAX recipient, or intended agent, you are hereby notified that you have received this 
fax in error and that review or further disclosure of the information contained therein is strictly prohibited. 

W men: 

Original

Wiley Protocol Progesterone (Circle One) 
Original +2 +4 +6 Other_____ 

Wiley Protocol Testosterone (Circle One) 
Original +2 +4 +6 Other_____ 

Wiley Protocol Thyroid (Circle One) 
Original +2 +4 +6 Other_____ 

Ca endar:     Personal     or     Lunar 

Start Date:______________________
 

Men: 
Wiley Protocol Testosterone (Circle One) 
Orig

Wiley Protocol DHEA (Circle One) 
Original +2 +4 +6 Other_____ 

Wiley Protocol Thyroid (Circle One) 
Original +2 +4 +6 Other_____ 

 

Use as directed as described by the Wiley Protocol. 
Qty: 
1     2     3     Months 
Refills
1   2   3   4   5   6   7   
 

Authorizing Prescriber:  (Please Print) 
_____________________________________  

 

Signature: 
___________________________________________ ___  

 

Office Phone: 
______________________________________________  

 

DEA: (required if prescribing Testosterone)  
______________________________________________  

 

Notes: 

  

 

Please Fax Completed Orders to (812) 944-6900 
Westmorelan y, IN 47150 

0 
d Pharmacy & Compounding, 2125 State St. #17, New Alban

h: (812) 944-6500 Toll-Free: 866-944-6505 Fx: (812) 944-690 P


