
(street, suite, city, state, zip)

patient: _____________________________________________________________             DOB:_ _______________   SS#:  __________________________	

address: _____________________________________________________________________________________________________________________________

primary phone number:______________________________               alternate phone number:________________________________________________ 	

caregiver: _________________________________________________________________  height:__________   weight: __________            date:_____________

allergies: ____________________________________________________________________________________________________________________

male	

female

lbs	

kg

cell cell

NKDA

last name, 		  first name

street				    city				    state 			   zip

HGH  
prescription refill

patient information

prescription information

medication dose/strength
Genotropin®

cartridge: 5mg 12mg

mini-quick: 0.2mg 0.4mg 0.6mg

0.8mg 1.0mg 1.2mg

1.4mg 1.6mg 1.8mg

2mg

Humatrope® cartridge: 6mg 12mg 24mg

vial: 5mg

Norditropin®
FlexPro®: 5mg 10mg 15mg

Nordiflex®: 30mg/3ml

Nutropin® AQ NuSpin® Pen: 5mg 10mg 20mg

cartridge: 10mg 20mg

Omnitrope® cartridge: 5mg 10mg

vial: 5.8mg

Saizen® vial: 5mg

vial: 8.8mg

easy click 
cartridge:

8.8 mg

Pen Needles size___________________   quantity___________________

Syringes
size___________________   quantity___________________

sig diluent amount:___________________ dispense: _____ months supply

injection volume:__________________ refill:________ times or through ______________

dose:______mg  _____days per week
date

prescriber (print): __________________________________________________________      office contact: ___________________________________________

preferred method of contact:      phone       fax        email   preferred contact persons email:_ ______________________________________________________

ship to:      patient      office      alternate___________________________________________________________________________________________________

office address:________________________________________________________________________________________________________________________

phone: ___________________________  fax: _______________________________  NPI: ____________________________ DEA: _________________________

prescriber’s signature: ___________________________________________________________________________________  date: _________________________

prescriber + shipping information

I authorize Thrifty White Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization process.

(street, suite, city, state, zip)

insurance information: please fax copy of insurance card (front + back)

Updated on 09/28/15

www.thriftywhite.com
toll-free phone: 855-611-3399 | toll-free fax: 855-423-8300

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is exempt from 
disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that  you are strictly prohibited from disseminating or distributing this information (other than to the 
intended recipient) or copying this information. If you received this communication in error, please notify the sender immediately by calling 855-611-3399 or by emailing specialty@thriftywhite.com to obtain instructions as to the proper destruction of the 
transmitted material. Thank you.
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