
 Healthway Compounding Pharmacy 

2544 McLeod Dr. N. • Saginaw, MI. 48604 

Ph: 989-791-1691 • Fax: 989-791-4603 • healthwayrx.com 

                    Medication/Supplement                                    Dosage                            Frequency 

©2020 Healthway Compounding Pharmacy. All rights reserved. Our pharmacy works with prescribers to provide compounded solutions to medication 
problems.  No claims are made as to the efficacy, safety or use of compounded formulations.  Formulations not FDA approved. The information     
provided is for reference only and is not to be relied upon as making any representation as to the efficacy of any particular formulations. The          
formulations described result from prescriptions previously ordered by professionals licensed to write prescriptions in their respective discipline. 
Nothing herein is intended to replace or influence the independent judgment of any licensed professional. Version 1/17 

Request for Patient Specific Compound Medication Information v6/2020 

Please note, although we work with physicians to produce prescriptions that are specially suited to a 

 patient’s needs, we are not able to compound medications that are commercially available. 

___________ 

___________ 

___________ 

___________ 

___________ 

___________ 

Current medications/supplements/OTC medications: 

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 

Step 3 Condition Information 

Step 1 Prescriber Information 

Step 2 Patient Information 

Step 4 Medication Information 

 

 

Patient__________________________________________________   DOB__________________                

Address_____________________________ City/St./Zip________________________________________ 

Phone (    )______________________         Male   Female  

Allergies______________________________________________________________________________ 

 

 

Medical Condition(s)/Diagnosis:_________________________________________________________ 

____________________________________________________________________________________ 

Symptoms:__________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

Prior Medications/Supplements/Treatments:__________________________________________________ 

______________________________________________________________________________________ 

Prescriber Name: ______________________________________       Date_______________________ 

Contact Person:________________________________________       Phone:_____________________ 

Fax:_______________________________    Email (optional): ________________________________ 

___________ 

___________ 

___________ 

___________ 

___________ 

___________ 


