
 
Dermatology, Wound, and Scar 

  
 

P:(800) 635-8825 
F:(855) 899-4147 

 
OFFICE INFORMATION  

Physician’s Name _____________________________________________ Phone # ________________________ 

Address: ________________________________________City: _________________ State_____ Zip: _________  

NPI# _______________________________ DEA# _______________________  
 

PATIENT INFORMATION  

Patient Name:______________________________________ DOB ____________  SSN ________________ 
Address: __________________________________________ City ___________ State ____ Zip_________ 
Home #: ___________________ Cell #: ___________________ Email: _____________________________  

 

INSURANCE INFORMATION  
Prescription Insurance:__________________________Primary Insured:___________________________________ 
Bin#__________________ID#______________________RxGroup#__________________ PCN#_______________ 
 
Check Box For Applicable Prescription  
WOUND FORMULA 
PAIN RELIEF WITH DEBRIDEMENT  

❏ Mupirocin 5%, Metronidazole 1%, Itraconazole 5%, Lidocaine 2%, Collagenase 250 mcg  
❏ Vancomycin 5%, Mupirocin 5%, Metronidazole 1%, Lidocaine 2%, Collagenase 250 mcg  
❏ Levofloxacin 2%, Mupirocin 4%, Metronidazole 1%, Itraconazole 1%, Lidocaine 2%, Collagenase 

250 mcg  
❏ Gentamicin 0.1%, Clindamycin 0.1%, Polymyxin B 2,000 mcg, Lidocaine 2%, Collagenase 250 

mcg  
❏ Mupirocin 5%, Metronidazole 1%, Itraconazole 5%, Lidocaine 2%, Papain 10%, Urea 10%  
❏ Gabapentin/Lidocaine 10%/20%  

 
PAIN RELIEF WITHOUT DEBRIDEMENT 

❏ Mupirocin 5%, Metronidazole 1%, Itraconazole 5%, Lidocaine 2%, Silver Sulfadiazine 1%  
❏ Vancomycin 5%, Mupirocin 5%, Metronidazole 1%, Lidocaine 2%  
❏ Levofloxacin 2%, Mupirocin 4%, Metronidazole 1%, Itraconazole 1%, Lidocaine 2%  
❏ Gentamicin 0.1%, Clindamycin 0.1%, Polymyxin B 2,000 mcg, Lidocaine 2%  

 
FOR WOUND CLOSURE  

❏ ADD Phenytoin 5% AND Misoprostol 0.0024% to above formula for wound closure  



 
SCAR AND KELOID FORMULAS 

❏ Ubiquinol 10%, Nifedipine 4%, Pentoxifylline 3%, Tranilast 1%  
❏ Ubiquinol 10%, Tamoxifen 0.1%, Lipoic Acid 0.5%, Tranilast 1%, Caffeine 0.1%  
❏ Fluticasone Propionate 0.1%, Levocetirizine Dihydrochloride 8%, Pentoxiyfylline 3%, Ubiquinol         

15%  
❏ Betamethasone Valerate 0.1%, Tranilast 1%, Ubiquinol 10%  
❏ Triple FHT Scar Cream 

 
HYPER-PIGMENTATION 

❏ Hydroquinone 4% 
❏ Fluocinolone Acetonide 0.01%/Hydroquinone 4%/Tretinoin 0.05%  
❏ Tretinoin 0.05%/Triamcinolone 0.05%/Hydroquinone 5%  

 
STRETCH MARKS 

❏ Aloe Vera 0.5% in CGSil  
❏ Collagen/Panthenol/Glycolic Acid 5% (W/W)/Sodium Pyrrolidone Carboxylate/Shea Butter/Wheat Germ Oil/ 

Emu Oil Topical Cream  
❏ Tretinoin 0.1% in CGSil 

 
ECZEMA 

❏ Fluocinonide 0.1% in XemaTop base  
 
ROSACEA 

❏ Niacinamide 4%/Metronidazole 1% in clarifying base  
❏ Ivermectin 1%/Ketotifen 0.05% 
❏ Metronidazole 0.75%/Ivermectin 1% 
❏ Oxymetazoline HCl 0.06%  

 
PSORIASIS/ECZEMA 

❏ Pyridoxine 5%/Zinc pyrithione 2% in XemaTop base  
❏ Cyanocobalamin 1% 
❏ Tacrolimus 0.1%/Cyanocobalamin 0.07%/Zinc Pyrithione 0.2% 
❏ Naltrexone HCl 0.5%/Diphenhydramine HCl 2%/Vitamin D3 5000 IU/Gm 

 
ACNE 

❏ Azelaic Acid 5%/Clindamycin 2% 
❏ Clindamycin 1%/Benzoyl Peroxide 5%/Superoxide Dismutase 0.5%/Vitamin D3 0.5% 
❏ Sulfacetamide Sodium 10%/Sulfur 5% 
❏ Other_____________________________________________________________ 

 

WARTS 

❏ Acyclovir 2%/Naltrexone HCl 1%/EGCg 0.2%/Salicylic Acid 3%/Cimetidine 15% 
❏ Cimetidine 10%/Fluorouracil 5%/Deoxy-D-Glucose 2%/Imiquimod 5% 

 



 

SHINGLES  

❏ Acyclovir 5%/Amitriptyline HCl 2%/Ketoprofen 5%/Bupivacaine HCl 1%/Gabapentin 6% Topical 
Gel  

❏ Deoxy-D-Glucose (2) 2%/Gabapentin 10%/Ketoprofen 5%/Amitriptyline HCl 2%/Tetracaine HCl 
1% Topical  

❏ Arginine HCl 1%/Aloe Vera 0.2%/Misoprostol 0.0024%/Naltrexone HCl 1%/Phenytoin 2% Topical 
Gel  

❏ Deoxy-D-Glucose (2) 0.2%/Gabapentin 5%/Ketoprofen 5%/Amitriptyline HCl 2%/Tetracaine HCl 
1% Topical  

❏ Ketoprofen 10%/Lidocaine HCl 2.5% Gel 
❏ Acyclovir 5%/Lidocaine 2%/Hydrocortisone 2.5% Topical Cream (VersaBase®) Acyclovir 

5%/Lidocaine 2% Topical Cream  

OTHER 

❏ Other:_______________________________________________________________________ 

 
20 GM 45 GM 60 GM 120 GM 
 

SIG:  Apply 1-2 GRAMS to affected area 4-6 times daily OR  
SIG: ______________________________________  
 

REFILLS: 1 2 3 4 5 prn 

PRESCRIBER 
SIGNATURE:__________________________________________DATE:_______________ 
 
 
 

FAX COMPLETED FORM TO (855) 899-4147 
 
 


