
Physician' s Offi ce Information

Practice/Prescriber' s Name :

Address City, State Zip:

Phone: Fax:

FaxTo: Buderer DrugCo., Sandusky 419-626-0494

Date: I I PatientName:

Date of Birth: I I Patient Phone:.

Allergies:

Please cf,oose one of the following protocol options:

{*t GK3) Menadione Sodium Bisuffite Smg/Sodium Ascorbate 500mg capsule

Sig: Take 2 capsales five times a day with food. Keep refrigerated. E Other:

Dispense: iroo 
"up

Refitls:r 2 3 4, orn..'Lt^I"*'^LLrlE Other Qty: #_

Sodium Bisuljite Smg/Sodium

! Other:

Qty: #_ ReJills t2

capsule

Sig: Take 2 capsules twice a

Dispense: tr # 300

Physician Signature:

Print Name:

Dirru$ CQ,, @

Agent sending fax

Corner Hancock & Monroe Sts. Sandusky, Ohio 44870
419-627-2800 fax:419-626-0494

2661 I N. Dixie Hwy Suite 1 19 Perrysburg, Ohio 43551
419-873-2800 fax: 419-873-0494

www.budererdrug.com

fiu*'*e" Est. 1878

Address City, State


