
* 1 DOCTOR - ORDER BLANK *

NEW JERSEY STANDARD FORMAT
PRESCRIPTION FORM

If Reorder - Prev. Job #___________  M Proof Requested        Start # is Always #000001

ORDER DATE ________________   DEALER P.O. ___________________  CUSTOMER P.O. ____________________________

DEALER NAME ______________________________ DEALER #_______ SIGNATURE __________________________________

ADDRESS __________________________________________________________________________________________________

COMPLETE THE INFORMATION BELOW BEFORE ORDER WILL BE ENTERED.

MAXIMUM OF 5 LINES

PRACTICE NAME ___________________________________________________________________________________________

PHYSICIAN NAME ____________________________________________________________ SPECIALTY ___________________ 

ADDRESS (No P.O. Box Allowed) _____________________________________________________________________________

CITY _____________________________________________________________________ STATE    NJ    ZIP ______________

PHONE _______________________________________________ FAX _______________________________________________

DEA # ________________________________  LICENSE # ________________________________ (Required)

CERTIFICATION # ____________________________ (Required on format 3 & 4)       NPI # ___________________________

*SUPERVISING PHYSICIAN REQUIRED

NAME _______________________________________ LICENCE #* _____________________ PHONE ______________________

ADDRESS (If different from above) _____________________________________________________________________________

PHYSICIANS SIGNATURE ______________________________________________________

r Please provide proof

    Email __________________________________

ADDITIONAL CHARGE OPTIONS *Required
r Imprint Part 2  r Pad in 50’s
r Padded Wraparound Cover       r Stapled Wraparound Cover

r 1 PART  r 8 Pads   r 16 Pads   r 24 Pads   r 32 Pads
(Pads of 100) r 40 Pads   r 48 Pads   r 56 Pads   

r 2 PART  r 16 Pads   r 24 Pads   r 32 Pads   r 40 Pads
(Pads of 50) r 480 Pads   r 112 Pads   r 160 Pads   

FORMAT r Format #1 r Format #2 r Format #3

r Format #4 r Format #5 r Format #6 r Format #8

SHIPPING INFORMATION:

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

#1 MD, DO, DDS,
DMD, DPM, DVM

#4 Nurse Practitioner/
Advanced Practice Nurse

#5 Certified Nurse Midwife #6 Prescribing Eyewear #8 Physician Assistant

#2 Health Care Facility
#3 Optometrist TPA Certified

RxRx

PATIENT ____________________________________________________________________________________ D.O.B.  ___________________

ADDRESS  __________________________________________________________________________________ DATE  ___________________

State of New Jersey
PRESCRIPTION BLANK

IF PRESCRIPTION IS WRITTEN AT ALTERNATE PRACTICE SITE, CHECK HERE  �
AND PRINT ALTERNATE ADDRESS AND TELEPHONE NUMBER ON REVERSE  SIDE

LICENSE # DEA #  

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBERDO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

PRACTICE NAME
DOCTOR

SPECIALTY
STREET

CITY STATE ZIP
NPI # ____________ PHONE

111111 111111

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

LICENSE / CERTIFICATE / Rx AUTHORIZATION # 

D
E
A 
#

    

CHECK IF: � APN � CNM � PA PRESCRIBER:

COLLABORATIVE PHYS:

LICENSE # NPI #  

NAME OF INSTITUTION OR FACILITY
STREET

CITY STATE ZIP
PHONE

000000000

          000000000

A00000 0000000000

PATIENT ____________________________________________________________________________________ D.O.B.  ____________________

ADDRESS  __________________________________________________________________________________ DATE  _____________________

State of New Jersey
PRESCRIPTION BLANK

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBERDO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

NAME AND TITLE OF PRESCRIBER AND, IF APPLICABLE, COLLABORATIVE PHYSICIAN
PRINT:

Rx

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

IF ISSUED BY AN OPTOMETRIST, NOT VALID FOR SCHEDULE II CONTROLLED
DANGEROUS SUBSTANCES, EXCEPT FOR HYDROCODONE-CONTAINING PRODUCTS

IF PRESCRIPTION IS WRITTEN AT ALTERNATE PRACTICE SITE, CHECK HERE  �
AND PRINT ALTERNATE ADDRESS AND TELEPHONE NUMBER ON REVERSE  SIDE

LICENSE # DEA #  111111 111111

PATIENT ____________________________________________________________________________________ D.O.B.  ___________________

ADDRESS  __________________________________________________________________________________ DATE  ___________________

State of New Jersey
PRESCRIPTION BLANK

NOT VALID FOR SCHEDULE II CONTROLLED DANGEROUS SUBSTANCES,
EXCEPT FOR HYDROCODONE-CONTAINING PRODUCTS

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBER

THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

DO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

NAME OF PRACTICE
NAME AND ACADEMIC DEGREE

IDENTIFICATION OF PROF. PRACTICE OR SPECIALTY
STREET

CITY STATE ZIP
NPI # ___________ PHONE CERT. # _____________

Rx

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

PATIENT D.O.B.

ADDRESS DATE

COLLABORATING PHYSICIAN

NAME   LICENSE #

ADDRESS 

 PHONE #

(Enter Address and Phone Number only if different from above)

State of New Jersey
PRESCRIPTION BLANK

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBERDO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

CERTIFICATION # DEA #

NAME AND TITLE
STREET

CITY STATE ZIP
PHONE

NPI # ____________

          NAME 00000000

 STREET ADRESS

 CITY, STATE ZIP CODE              (000) 000-0000

Rx

11111 11111

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

PATIENT ____________________________________________________________________________________ D.O.B.  ___________________

ADDRESS  __________________________________________________________________________________ DATE  ___________________

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBER

AFFILIATED PHYSICIAN

NAME ________________________________________________  LICENSE # ________________________________

TELEPHONE # _______________________________

State of New Jersey
PRESCRIPTION BLANK

DO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

LICENSE # DEA # 

NAME, ACADEMIC DEGREE, TITLE
STREET• CITY STATE ZIP

PHONE

          PHYSICIAN NAME           0000000

               (000) 000-0000

111111 111111

Rx

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

PATIENT ____________________________________________________________________________________ D.O.B.  ___________________

ADDRESS  __________________________________________________________________________________ DATE  ___________________

VALID ONLY FOR PRESCRIPTION EYEWEAR

State of New Jersey
PRESCRIPTION BLANK

DO NOT REFILL _______ 

REFILL ________  TIMES

SIGNATURE OF PRESCRIBER

THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

SPHERE CYLINDER AXIS PRISM

OD

OS

ADD P.D. _________ / _________

ADD REMARKS:

LICENSE #

NAME OF PRACTICE
NAME AND ACADEMIC DEGREE

IDENTIFICATION OF PROF. PRACTICE OR SPECIALTY
STREET

 CITY STATE ZIP
NPI # ___________ PHONE

11111

Rx

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

PATIENT ______________________________________________________________________  D.O.B. _______________

ADDRESS ____________________________________________________________________  DATE _______________

�PRT      

�SPD

IF PRESCRIPTION IS WRITTEN AT ALTERNATE PRACTICE SITE, CHECK HERE  �
AND PRINT ALTERNATE ADDRESS AND TELEPHONE NUMBER ON REVERSE  SIDE

� DELEGATED PHYSICIAN SUPERVISOR

     LICENSE #     TEL #

State of New Jersey
PRESCRIPTION BLANK

LICENSE # DEA #  

LICENSE # DEA #  

SUBSTITUTION PERMISSIBLE ____________________________  DO NOT SUBSTITUTE _____________________

SIGNATURE OF PRESCRIBERDO NOT REFILL _______ 

REFILL ________  TIMES

Use a separate form for each controlled substance prescription
THEFT, UNAUTHORIZED POSSESSION AND/OR USE OF THIS FORM INCLUDING ALTERATIONS OR FORGERY, ARE CRIMES PUNISHABLE BY LAW

NAME AND TITLE OF PHYSICIAN ASSISTANT
NAME OF PROFESSIONAL PRACTICE

NPI # _________________ TELEPHONE # 

NAME, DEGREE (SUPERVISING PHYSICIAN)
ADDRESS CITY, STATE ZIP PHONE

11111

11111

11111

11111

Rx

 STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK  STATE OF NEW JERSEY PRESCRIPTION BLANK ST OF 

(Unless same prescriber orders 
multiple forms in same month)

Powered by Navitor



Check box next to doctor who is the responsible party

PRACTICE NAME _____________________________________ ______________________________________________________

r DOC. 1 ________________________________________ SPECIALTY_______________________ 

 DEA # _______________________  LICENSE #* _______________________ NPI # _______________________ 

 SIGNATURE ___________________________________________________

r DOC. 2 ________________________________________ SPECIALTY_______________________ 

 DEA # _______________________  LICENSE #* _______________________ NPI # _______________________ 

 SIGNATURE ___________________________________________________

r DOC. 3 ________________________________________ SPECIALTY_______________________ 

 DEA # _______________________  LICENSE #* _______________________ NPI # _______________________ 

 SIGNATURE ___________________________________________________

r DOC. 4 ________________________________________ SPECIALTY_______________________ 

 DEA # _______________________  LICENSE #* _______________________ NPI # _______________________ 

 SIGNATURE ___________________________________________________

ADDRESS 1  ________________________________________________________________________________________________

CITY 1 _________________________________________________________ STATE 1    NJ    ZIP 1 _____________________

PHONE 1 _________________________________  FAX 1 _________________________________

ADDRESS 2  ________________________________________________________________________________________________

CITY 2 _________________________________________________________ STATE 2    NJ    ZIP 2 _____________________

PHONE 2 _________________________________  FAX 2 _________________________________

ADDRESS 3  ________________________________________________________________________________________________

CITY 3 _________________________________________________________ STATE 3    NJ    ZIP 3 _____________________

PHONE 3 _________________________________  FAX 3 _________________________________

r Please provide proof

    Email __________________________________

r 1 PART  r 8 Pads   r 16 Pads   r 24 Pads   r 32 Pads
(Pads of 100) r 40 Pads   r 48 Pads   r 56 Pads   

r 2 PART  r 16 Pads   r 24 Pads   r 32 Pads   r 40 Pads
(Pads of 50) r 480 Pads   r 112 Pads   r 160 Pads   

FORMAT r Format #1 r Format #2 r Format #3

r Format #4 r Format #5 r Format #6 r Format #8

SHIPPING INFORMATION:

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

OPTIONS *Required
r Imprint Part 2  r Pad in 50’s
r Padded Wraparound Cover       r Stapled Wraparound Cover

M
A

X
IM

U
M

 O
F 

6 
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N
E

S

MULTI DOCTOR / MULTI ADDRESS
ORDER BLANK *

NEW JERSEY STANDARD FORMAT
PRESCRIPTION FORM

If Reorder - Prev. Job #___________  M Proof Requested        Start # is Always #000001

ORDER DATE ________________   DEALER P.O. ___________________  CUSTOMER P.O. ____________________________

DEALER NAME ______________________________ DEALER #_______ SIGNATURE __________________________________

ADDRESS __________________________________________________________________________________________________

(Unless same prescriber orders 
multiple forms in same month)

Powered by Navitor


