
QUICK ORDER FORM: TOPICAL PAIN MANAGEMENT/PODIATRY 
 

Patient Full Name: _______________________________ Patient DOB: _________________ Date: _____________ 

Patient Address: ____________________________________ City: _______________ State: ______ Zip code: __________ 
 

Please check boxes of drugs you’d like included in the final product (typically 3-5 ingredients but can do 1-2 

ingredients provided it isn’t commercially made already) and indicate strength. 

 Ketamine (typical range 1-10%) ___________% (Neuropathic Pain, Chronic Pain) 

  Gabapentin (typical range 2.5-10%) ___________% (Neuropathic Pain) 

  Lidocaine (typical range 2-10%) ____________% (Neuropathic and Inflammatory Pain) 

  Amitriptyline (typical range 2-10%) ___________% (Neuropathic/Inflammation/Fibromyalgia) 

  Imipramine (typical range 2-10%) ___________% (Neuropathic/Inflammation/Fibromyalgia) 

  Diclofenac (typical range 2-10%) ___________% (Pain/Arthritis/Inflammation) 

  Ketoprofen (typical range 10-15%) ___________% (Pain/Arthritis/Inflammation) 

  Cyclobenzaprine (typical range 2-5%) ___________% (Muscle Relaxant) 

  Baclofen (typical range 2-3%) ___________% (Muscle Relaxant) 

  Verapamil (typical range 10-15%) ___________% (Fibrotic Tissue Disorders/Enhance Circulation) 

  Nifedipine (typical range 0.5-8%) ___________% (Fibrotic Tissue Disorders/Enhance Circulation) 

  Pentoxifylline (typical range 2-8%) ___________% (Improve Blood Flow) 

  DMSO (typical range 10-20%) ___________% (Topical Skin Penetration Enhancer) 
  

Quantity: 30g 60g 90g 120g Custom Quantity: ____________grams  (circle one/complete quantity) 

Directions: 

 

 (suggested sig): Apply 1 to 2 grams to the affected area every 4 to 6 hours as needed.  

 

 (custom sig): ____________________________________________________________________________________ 
 

______________________________________________________________________________________________________ 

 

 

Refills: 1 2 3 4 5 6 PRN   NONE    (CIRCLE AUTHORIZED REFILLS) 

 

Physician Name: ______________________________________ NPI or DEA: _______________________________ 
 
Office Address:________________________________________________ Office Phone Number: _________________________  

 
Signature: _____________________________________  
                 
 


