
U Save It Pharmacy - Peach Valley
2310 Chesnee Hwy,

Spartanburg, SC 29303

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

Patient’s Name: ____________________________________ DOB: ________ Date: ________
Address: ____________________________________________________________________
City: ______________________________________ State: ___________ Zip: _____________
____________________________________________________________________________
Pain/ Inflammation/ Arthritis-Joint Pain:
🔲Ketoprofen 10% Topical
🔲Ketoprofen 10%/ Baclofen 2% Topical
🔲Ketoprofen 20% Topical
🔲Ketoprofen 20%/ Baclofen 2% Topical
🔲Ketoprofen 10%/ Cyclobenzaprine HCL 2% Topical
🔲Diclofenac Sodium 10% Topical
🔲Diclofenac Sodium 10%/ Cyclobenzaprine HCL 2% Topical
🔲Ibuprofen 20% Topical
🔲Ibuprofen 20%/ Piroxicam 1% Topical
🔲Add Lidocaine 5% to the above marked
____________________________________________________________________________
Neuropathic Pain:
🔲Ketamine HCL 5%/ Gabapentin 10%/ Clonidine HCL 0.2%/ Baclofen 2% Topical
🔲Ketamine HCL 10%/ Baclofen 2%/ Cyclobenzaprine HCL 2%/ Gabapentin 6%/ Lidocaine 5%
🔲Gabapentin 10%/ Ketoprofen 10% Topical
🔲Gabapentin 6%/ Amitriptyline HCL 2%/ Baclofen 2% Topical
🔲Naltrexone HCL 1%/ Gabapentin 6% Topical
🔲Add Lidocaine 5% to the above marked
____________________________________________________________________________
Muscle Spasms:
🔲Guaifenesin 10%
🔲Cyclobenzaprine HCL 2%/ Ketoprofen 10% Topical
🔲Baclofen 2%
🔲Baclofen 2%/ Ketoprofen 10% Topical
🔲Baclofen 2%/ Diclofenac 10% Topical
🔲Add Lidocaine to the above marked
____________________________________________________________________________
Muscle Cramps:
🔲Magnesium 10% topical cream in Lipoderm
____________________________________________________________________________
🔲Custom Formula:____________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Standard Sig: Apply as directed🔲QD 🔲BID 🔲TID 🔲QID, rub in well
____________________________________________________________________________
Dispense:🔲60gm 🔲120gm🔲240gm Refills: _________________
____________________________________________________________________________

Doctor Name (Printed):___________________________________ DEA: _______________ Phone:_____________

__________________________________ ___________________________________

Dispense as Written Substitution Permitted


