OPDROPS.. Hunt Valley

Fax To: 410-666-7253  Email to: rx@hvpcc.com

Scheduler Name: Phone Number:
PATIENT INFORMATION
Name Allergies
DOB Gender (M/F) Address
Phone City / State / Zip
Surgery Type (O Deliver to Physician’s Office
O Cataract (O Ship to Patient
SURGERY INFORMATION
DATE OF SURGERY #1 (O LEFTEYE (O RIGHT EYE
DATE OF SURGERY #2 O LEFT EYE O RIGHT EYE

PRE-OP DROPS

DIRECTIONS:

(O OpDrop DMK (Dexamethasone 0.1% / Moxifloxacin 0.5% / Ketorolac 0.5%) 8$£i gzzﬂzs
(O Op Drop PMB (Prednisolone Sodium Phosphate 1% / Moxifloxacin 0.5% / Bromfenac 0.075% 8?\;‘; EB;ZE:ES
(O Op Drop PB (Prednisolone Sodium Phosphate 1% / Bromfenac 0.075% 8?\% EZE:ZS
(O Op Drop PM (Prednisolone Sodium Phosphate 1% / Moxifloxacin 0.5% 8?\;‘; EB;ZE:ES

PHYSICIAN INFORMATION

Name Date

Email Address

Phone/Fax City/State/Zip
Physician Signature Date

This document may contain confidential information which is legally privileged. This information is intended only for the use of the recipient named above. If you are not the intended recipient, you are hereby notified
that any disclosure, copying, distribution, or taking of any action in reliance on the contents of this faxed information is strictly prohibited. Please notify us by phone to arrange for the return of the original documents.

Version #: 120816TEA

P: 410-667-6246 Hunt Valley Pharmalab 10 Warren Rd, Suite 220
F: 410-666-7253 www.HVPCC.com Cockeysville, MD 21030
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