
Shipping, handling, and tax will be added to each order. (Tax added for California only.)    Please fax a total to me.

PEN Publications Order Form

Primary Eyecare Network / 3000 Executive Parkway, Suite 310, San Ramon, CA 94583-4255 / Tel 800-444-9230  

Practice _________________________________________________________	 Contact _____________________________________

Phone __________________________	 Fax __________________________	 Email _________________________________________

Address _______________________________________	 City ___________________________ 	 State/ZIP _______________________

	 Item	 Format (2-part, Spanish, etc.)	 Quantity	 Price________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Imprinting Information for Superbill & Rx Pad Orders Only: Please type or print clearly.
For special instructions (i.e., multiple doctors and addresses), please fax additional sheet with information.

The following imprinting information is optional; 
please indicate only the information you would like included on your personalized forms.

Superbill Orders:   1-Part Padded	  3-Part NCR

	 License # ___________________________	 UPIN # ___________________________

	 Tax ID # ___________________________	 Medicare # ___________________________	

	 NPI ___________________________	 Other Provider ___________________________

	 Sequential Numbering (if required) Starting # ____________

Rx Pad Order:   1-Part Colored Paper	  2-Part NCR

	 Doctor ____________________________________________________________

	 License # ___________________________	 DEA # ___________________________

A proof will be faxed for your approval to (fax number) _______________________________________	

Fax completed form to PEN at 925-838-9338.

Payment:
	 I am a PEN member, bill my PEN account #		

	 I will pay by check. An invoice, including shipping, handling, and tax (if applicable), will be sent to 
you. Your order will ship as soon as we receive your check; please include a copy of the invoice.

	 Bill my credit card. For security purposes, you will be contacted at the phone number listed above 
for your credit card information.



Anti-Inflammatory
& Anti-Allergy Drugs

 Acular  0.5%  PF
 Acular LS  0.4%
 Alamast  0.1%
 Allegra  60mg
 Alocril  2%
 Alomide  0.1%
 Alrex  0.2%
 Clarinex  5mg
 Decadron  0.1%
 Emadine  0.05%
 Flarex  0.1%
 FML  0.1%  gtts
 FML Forte  0.25%  gtts
 Inflammase Forte  1%
 Inflammase Mild  0.125%
 Livostin  0.05%
 Lotemax  0.5%
 HMS  1%
 Maxidex  0.05%  0.1%  ung
 Opticrom  4%
 Optivar  0.05%
 Patanol  0.1%  0.2%
 Pred Forte  1%
 Pred Mild  0.125%
 Profenal  1%
 Vexol  1%
 Voltaren  0.1%
 Zaditor  0.025%
 Zyrtec  5mg

Anti-Infective Drugs
 Augmentin 250mg  500mg  po
 Bacitracin  ung
 Ciloxan  0.3%  gtts  ung
 Cipro  100mg  250mg  500mg  po
 Doxycycline  100 mg  po
 Erythromycin  0.5% ung  250mg  po
 Gentamicin  0.3%  gtts  ung
 Iquix 1.5%
 Keflex  250mg  500mg  po
 Neomycin
 Neosporin  ung  gtts
 Ocuflox  0.3%
 Polymyxin B
 Polysporin  ung
 Polytrim  0.1%  gtts
 Quixin  0.5%  gtts
 Tetracycline  250mg  po
 Tobradex  0.3%  gtts  ung
 Tobrex  0.3%  gtts  ung
 Vigamox  0.5%  gtts
 Vira-A  3%  ung
 Viroptic  1%
 Zithromax (Z pac)  250mg  po
 Zovirax  200mg  400mg  800mg  po
 Zymar 0.3%  gtts

Antibacterial & Steroidal Drugs
 Blephamide  gtts
 Dexacidrin  gtts
 FML-S  gtts
 Isopto-Cetapred
 Maxitrol  ung
 Poly-Pred  gtts
 Pred-G  gtts, ung
 Tobradex 0.3%  gtts  ung
 Vasocidin  gtts  ung
 Zylet  gtts

Glaucoma Drugs
 Alphagan-P  0.15%
 Azopt  1%
 Betagan  0.25%  0.5%
 Betimol  0.25%  0.5%
 Betoptic  0.5%
 Betoptic-S  0.25%  gtts
 Cosopt
 Epifrin  0.5%  1%  2%
 Iopidine  0.5%
 Lumigan  0.03%
 Ocupress  1%
 Ocusert  pilo 20  pilo 40
 OptiPranolol  0.3%
 Pilocarpine  1%  2%  4%
 Propine  0.1%
 Rescula  0.15%
 Timoptic  0.25%  0.5%
 Timoptic XE  0.25%  0.5%
 Travatan  0.004%
 Trusopt  2%
 Xalatan  0.005%

Primary Eyecare Network 3000 Executive Pkwy., Ste. 310, San Ramon, CA 94583  Tel (800) 444-9230  Fax (925) 838-9338
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Choose the drugs you want listed on your Rx pads...check up to 20 drugs.

Contact: ______________________________________________________ Phone: _______________________________

Other - please print:
___________________________________________

___________________________________________

___________________________________________


	Order Form
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