
             
          
  Desert Hospital Outpatient Pharmacy      
  1180 N. Indian Canyon Dr., Suite E140 
  Palm Springs, CA 92262 
  Phone: 760-323-1001 Fax: 760-323-1144 
  
 
   

Fax to: 760-323-1144 
 

 ___________________________________ :ETAD                                             
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Patient 
 
 

Phone 
 

Address 
 
 

Date of Birth 
 

City 
 
 

State 
 

Zip 

Known Allergies 
 
 

  rebmuN noitacifitnedI reirraC ecnarusnI

 # NCP # puorG xR # niB xR emaN sredloH yciloP

 
 

ITEM SIG: 
Paragard 1 unit To be inserted in o�ce 

 
�  Dispensed to o�ce for in o�ce use only  

 
Patient’s Appointment Date _______/________/________  AM / PM (please circle)  
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Doctor’s Name  
 
 

O�ce Phone 
 

Address 
 
 

O�ce Fax 

City 
 
 

State 
 

Zip 
 
 

DEA #/ NPI # 
 
 

Prescribers Signature 

 

WARNING: This message is intended for the individual or business to which it is addressed and contains con�dential 
information. Any distribution or dissemination of this communication to other than intended recipient is prohibited by 

law. This is in accordance with the Federal HIPAA laws. If you received this fax in error, please call 1-760-323-1001 


