
                 
Custom-made Compounded Medication Insurance Form 

 
                                             
 
 
Patient name ______________________ ______________________ __________ 
                      Last Name                           First Name                           M.I. 
 
Date of Birth _______/_______/________ 
 
Cardholder   ______________________ ______________________ __________ 
                     Last Name                            First Name                           M.I. 
 
 
Cardholder ID # _______________________  Group #______________________   
 
Prescription # _____________    Date filled______________ Days Supply ______ 
 
Quantity & Form ____________________    Retail Price $_________________ 
 
Physician Name _____________________   DEA No. ____________________ 
 
 Ingredient Name                              NDC #                            Dose                
                              
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
                             

Pencol Compounding Pharmacy, 
1325 S. Colorado Blvd., Ste. B-024 

Denver, CO 80222 
Phone: 303-388-3613  Fax 303-388-6182 

 
NABP# 0603387, NPI# 1757478992 

  
 
 
__________________________  ________________  ___________________ 
Registered Pharmacist                   Number                    Date 


