2016 DENTAL COMPOUND FORM
Tanner’s Mouth Rinse
Chlorpheniramine / Hydrocortisone / Nystatin / viscous Lidocaine 2% / deoxy-D-glucose /
L-lysine
Suggested Sig: Swish 10-15 mL of solution for 60 seconds then spit. Repeat QID prn.
Dispense: 240mL or 480mL

Dry Mouth Formulation
Pilocarpine / Xylitol 8mg/100mg troche
Suggested Sig: Dissolve 1/4 troche in mouth up to four times per day.
Dispense: 30 Troches

Cold Sore Lip Balm
Acyclovir / Lidocaine 5/1% lip balm.
Suggested Sig (treatment): Apply to lips 5x daily beginning at first sign of cold sore until healed.
Suggested Sig (prophylaxsis): Apply to lips up to 5x daily for 2-4 days around times of stress or
known triggers
Dispense: 5gm (1 tube)

Cold Sore Lip Balm-plus
Acyclovir / Lidocaine / deoxy-D-glucose / L-lysine 5/1/0.2/5% lip balm
Suggested Sig (treatment): Apply to lips 5x daily, beginning at first sign of cold sore until healed.
Suggested Sig (prophylaxsis): Apply to lips up to 5x daily for 2-4 days around times of stress or
known triggers
Dispense: 5gm (1 tube)
Please write a new order in the space provided below:
---------------------------------------------------------------------------Patient Full Name:________________________________________________________________

DOB: ______/______/__________

Address:_______________________________________________________________ Best Daytime Phone: (_______) ________ - _________

City:______________________________________ State:________ Zip:_____________ Allergies:___________________________________

Medication:_______________________________________________________________________________
Qty:_________________

Flavor:______________________

Refills Authorized:______________

SIG:_______________________________________________________________________________________
Physician Signature:_______________________________________ Date:_________________________
Comments:________________________________________________________________________________
Please fax Patient demographics on first order: insurance, medications & allergies

3/23/2016

Juro’s Compounding Pharmacy
2043 Grand Ave., Billings, MT 59102
Provider Line: 406-259-1515
Fax: 406-869-0134
www.jurospharmacy.com
You are not obligated to utilize Juro’s Compounding Pharmacy for this medication order. You can utilize
any compounding pharmacy you choose.
Legal Notice: this fax transmission may contain confidential information belonging to the sender, which is legally privileged. This
information is intended only for the recipient named above. If you are not the intended recipient you are hereby notified that any
disclosure, copying, distribution, or taking any action in reliance on the contents of this faxed information is strictly prohibited. Please
notify us by phone to arrange for return of the original documents.

3/23/2016

DENTAL COMPOUND FORM
Stanford’s Mouth Rinse with or without DDG and Lidocaine
Suggested Dispense: 240 cc’s or 480 cc’s
Suggested Sig: Swish 15 mL of solution for 60 seconds then spit. Repeat QID
Commonly Prescribed for TMJ: Ketoprofen 10% / Cyclobenzaprine 1% (Keto-Flex)
Suggested Dispense: 30 ML or 60 ML
Suggested Sig: Apply a pea sized amount topically to painful areas TID as needed
for 4 – 7 days for full effect. Rub in for 2 minutes.
Commonly Prescribed for TMJ: Diclofenac / Ibuprofen / Pestilence glycol / Lidocaine (DIPL)
Suggested Dispense: 30 ML or 60 ML
Suggested Sig: Rub small pea sized amount to affected area 3-4 times a day
for 4 – 7 days for full effect. Rub in for 2 minutes.
Tetracaine Lollipops: Suggested Strengths: 0.5% or 1%
Suggested Dispense: 4 or 6 or 8
Suggested Sig: Place in mouth for 5 -10 minutes for full effect.
Please write a new order in the space provided below:
---------------------------------------------------------------------------Patient Full Name:________________________________________________________________

DOB: ______/______/__________

Address:_______________________________________________________________ Best Daytime Phone: (_______) ________ - _________

City:______________________________________ State:________ Zip:_____________ Allergies:___________________________________

Medication:_______________________________________________________________________________
Qty:_________________

Flavor:______________________

Refills Authorized:______________

SIG:_______________________________________________________________________________________
Physician Signature:_______________________________________ Date:_________________________
Comments:________________________________________________________________________________
Prescriber:______________________________________________________DEA: _________________________ NPI: _________________________
Address:_____________________________________________________________
City:________________________________________ State:________ Zip:___________





Office Phone: (
Office Fax:

(

) __________ - _____________
) ___________ - ___________

For gels please indicate how you’d like it dispensed:
Jar
Syringe
Please indicate preferred method of payment: Cash - Check
MC/VISA/AMEX#__________________________________________________________
A flat rate of $4.00 is charged for shipping

3/23/2016

Please fax Patient demographics on first order: insurance, medications & allergies
Juro’s Compounding Pharmacy
2043 Grand Ave., Billings, MT 59102
Provider Line: 406-259-1515
Fax: 406-869-0134
www.jurospharmacy.com
You are not obligated to utilize Juro’s Compounding Pharmacy for this medication order. You can utilize
any compounding pharmacy you choose.
Legal Notice: this fax transmission may contain confidential information belonging to the sender, which is legally privileged. This
information is intended only for the recipient named above. If you are not the intended recipient you are hereby notified that any
disclosure, copying, distribution, or taking any action in reliance on the contents of this faxed information is strictly prohibited. Please
notify us by phone to arrange for return of the original documents.

3/23/2016

