
 

 

UROLOGY – ED MEDICATION ORDER FORM 

Westmoreland Pharmacy 
1945 State St, New Albany, IN 47150 

Phone (812) 944-6500 – Fax (812) 944-6900 
Go to westmorelandpharmacy.com for full catalog  

of compounded medications 
 

Select Rx Compound Formulation 
  Bi-Mix 30/1 Papaverine 30mg/mL, Phentolamine 1mg/mL 

  Bi-Mix 30/3 Papaverine 30mg/mL, Phentolamine 3mg/mL 

  Bi-Mix 30/5 Papaverine 30mg/mL, Phentolamine 5mg/mL 

  

  Tri-Mix “5.5” Papaverine 16mg/mL, Phentolamine 0.55mg/mL, PGE1 5.5mcg/mL  

  Tri-Mix “8.3” Papaverine 22mg/mL, Phentolamine 0.83mg/mL, PGE1 8.3mcg/mL  

 Tri-Mix “30-1-10” Papaverine 30mg/mL, Phentolamine 1mg/mL, PGE1 10mcg/mL  

  Tri-Mix “30-2-20” Papaverine 30mg/mL, Phentolamine 2mg/mL, PGE1 20mcg/mL  

  Super Tri-Mix Papaverine 40mg/mL, Phentolamine 2mg/mL, PGE1 20mcg/mL  

 Custom Tri-Mix Papaverine _____mg/mL, Phentolamine _____mg/mL, PGE1 _____mcg/mL 

  

  Quad-Mix Papaverine 30mg/mL, Phentolamine 1mg/mL, PGE1 10mcg/mL, Atropine 0.15mg/mL  

 Super Quad-Mix Papaverine 30mg/mL, Phentolamine 2mg/mL, PGE1 10mcg/mL, Atropine 0.15mg/mL 

 Custom Quad-Mix Papaverine _____mg/mL, Phentolamine _____mg/mL, PGE1 _____mcg/mL, Atropine _____mg/mL 

  

 PGE 10mcg/mL Alprostadil 10mcg/mL 

 PGE 20mcg/mL Alprostadil 20mcg/mL 

 PGE 40mcg/mL Alprostadil 40mcg/mL 

  

 Phenylephrine Phenylephrine 500mcg/ml (5 ml vial) for reversal  Directions: _______________________________ 

Directions:   For intracavernosal injection - Start with ________ units and increase until desired effect is achieved  
                      (1-unit increments). 
Dispense: _______ mls (5 or 10 mls)  Refills: _______  *Syringes are supplied with prescription. 

 
 Sildenafil SR 75mg capsules  Sildenafil SR 110mg capsules  Sildenafil 20mg tablets 

 Tadalafil 3mg capsules  Tadalafil 4.5mg capsules  Tadalafil 7mg capsules 

 Tadalafil 12mg capsules  Tadalafil 18mg capsules  Tadalafil 25mg capsules 

 Qty 30  Qty 60  Qty 90  Other ____  Custom: 

Directions: Take 1 capsule by mouth once daily as needed.                    REFILLS: __________   

Provider (please print): __________________________________________ NPI: ___________________________ 
Address: ________________________________________________   Phone: ________________________________ 

Provider signature: ________________________________________________     Date: ______________________ 

PLEASE FAX TO 812-944-6900 or may order via electronic prescribing. 


