
U Save It Pharmacy - Peach Valley
2310 Chesnee Hwy,

Spartanburg, SC 29303

P: 864-577-0087 F:864-577-0599

Patient Name:

Address: ______________

City: ___________________ St: ___________ Zip: ______

Periodontal/ Endodontic Treatments:

__Doxycycline 1%/ Metronidazole 0.625% Poloxmer Dental Gel
__Metronidazole 25% Dental Gel
__Hydrogen Perixode 15mg/ml Oral Rinse
__Minocycline 2% Periodontal Gel
__Metronidazole 45.5%/ Ciprofloxacin HCL 45.5%/ Minocycline
9% Dental Paste
__Other:
_____________________________________________
_____________________________________________

Hemostatic:

__Tranexamic Acid 4.8% Oral Rinse
__Other:
______________________________________________
______________________________________________

Chlorhexidine (Alcohol-Free and Flavored Alternatives):

__Chlorhexidine Gluconate 0.12%/ Dyclonine HCL 1% Dental
Rinse
__Chlorhexidine Gluconate 0.12% Oral Rinse
__Add Flavor: _____________________________
__Other: _______________________________________
______________________________________________

DOB: ___________ Date:___________

Anesthetics:
__Lidocaine HCL 10%/ Prilocaine HCL 10%/ Tetracaine HCL 4%
Dental Gel
__Lidocaine HCL 5%/ Prilocaine HCL 5%/ Tetracaine HCL 4%
Dental Gel

__Lidocaine HCL 10%/ Prilocaine HCL 10%/ Tetracaine HCL 4%
Dental Gel
__Tetracaine HCL 0.5% Lollipops
__Other: __________________________________________
_________________________________________________

Non-Caine Anesthetic:

__Dyclonine HCL 1% Oral Dental Solution
__Dyclonine HCL 1% Oral Gel
__Other: __________________________________________
_________________________________________________

Requiring a Root Canal:

__Nitrofurazone 0.2%/ Sulfadiazine Sodium 5% Dental Solution
__EDTA 175 Dental Solution
__Other: _________________________________________
_________________________________________________

Customized Script below.

QTY: ______________________ REFILLS: ___________

SIG:__________________________________________________________________________________________________________

Other Customized Script: ____________________________________________________________________________

Doctor Name (Printed):______________________________________ DEA: ___________________ Phone:__________________

__________________________________________ _________________________________________

Dispense as Written Substitution Permitted


