
Rose Pharmacy
10008 Pines Blvd
Pembroke Pines, FL 33024
Phone: 888.797.4632 / 954.432.8290
Fax: 844.246.3364

Contact us with questions at: info@rosenursing.net
or call 887.797.4632 / 954.432.8290

Fax completed form and all documentation to 844.246.3364
All information contained in this form is strictly confidential and will become part of the patient’s medical record.

Rose Pharmacy 
10008 Pines Blvd                
Pembroke Pines, FL 33024    
Phone: 888-797-4632/954-432-8290          
Fax: 844-246-3364                
Representative: 

 
Overactive Bladder Treatments 

OAB 
Today’s Date: ________________                                                                                                   Date Medication Needed: 
______________                                                                                                                                                                
 
 
 
 
  
 

Patient Information 

 
 
Last Name: __________________________________________________ First Name: ________________________________________________ 
 
Date of Birth: _______________________       Social Security: ____________________________________             ❑Male           ❑Female 
 
Address: ______________________________________________ City: __________________________________ State:______ Zip:___________ 
 
Home Phone: _______________________________________ Cell Phone: _____________________________________________  
 

  Insurance: ___________________________________ Policy #: _____________________________________  *Please include copy of insurance card*  
 

Medical Criteria 
 
 

Diagnosis/ICD-10 Code:_________________________________________________  Height / Weight / Allergies: ___________________________________ 
 
Prior Trial and Failure Therapies                    ❑❑  Tolterodine   ❑❑  Oxybutynin ❑❑  Trospium ❑❑  Solifenacin ❑❑  Fesoterodine 
Please include clinicals 
      Prescription: 

❑❑  Gemtesa 75mg 
 

 
SIG:  Take _______Tablet ______ times a day  
                                                                                                                                                                                             Qty:___________     Refills:__________ 

❑❑  Myrbetriq 25mg 
❑❑  Myrbetriq 50mg 
 
SIG: Take _______Tablet ______ times a day  

. 
Qty:___________     Refills:__________ 

  

 

 

 

MD Signature:            Date:     

MD Name (Printed):      NPI:      DEA:      

Phone:   _______________Fax:   ______      Contact:       

Address:   ___________________________________________City:________________________ State:__________ Zip:_______ 
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