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1. PATIENT INFORMATION

Methergine’ Prescription Form
(methylergonovine maleate tablet)

2. PRESCRIBER INFORMATION

B
|

Patient Name Prescriber’'s Name

Address DEA

Apt. NPI

City, State, ZIP. Address

Home Phone Alternate Phone City, State, ZIP

DOB Gender: Phone Fax
Language Preference: () English () Spanish () Other Contact Person Phone

3. INSURANCE INFORMATION

Fax copy of prescription and insurance cards with this form, if available (front and back)

Medication Dose/Strength Directions

Prescription Card: Name of Insurer ID# BIN PCN Group
Primary Insurance: Subscriber ID # Name of Insurer Phone
Secondary Insurance: Subscriber ID # Name of Insurer Phone

4. PRESCRIPTION INFORMATION

Quantity Refills

Methergine® 0.2mg methylergonovine
maleate tablet

5. PRESCRIBER SIGNATURE - stamped signatures are NOT permitted

X / / X /7

DISPENSE AS WRITTEN

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary or exempt from disclosure under applicable law.
If it is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address or telephone number set forth herein and obtain instructions as to disposal of the transmitted material. In no
event should such material be read or retained by anyone other than the named addressee, except by express authority of the sender to the named addressee.
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