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COMPOUNDED PROGESTERONE

Prescriber:

Address:

City: State: Zip:

Phone: Fax:

DEA: NPI:

Patient: DOB:

Email:

Phone: Sex:

Address:

City: State: Zip:

Allergies:

Comments:

PRESCRIBER:

Signature: Date:

MICRONIZED PROGESTERONE

STRENGTH QUANTITY
REFILLS
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MCMICRONIZED PROGESTERONE

STRENGTH QUANTITY
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125 MG CAPSULE

225 MG CAPSULE

300 MG CAPSULE

400 MG CAPSULE

75 MG CAPSULE

125 MG CAPSULE

225 MG CAPSULE

OTHER: OTHER:

MICRONIZED PROGESTERONESUBLINGUAL TABLETS
DISSOLVE (1) TABLET 
UNDER THE TONGUEQUANTITYSTRENGTH
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TAKE (1) CAPSULE
BY MOUTH: OTHER:QHS BID QAM
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