
ABC SPECIALIST CLINIC 
12345 Any Street, Suite 123
Saint Louis Mo 63109
Tel: 314-555-1234
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NAME________________________________________________DATE_________________________
ADDRESS_____________________________________________DOB__________________________
                        

OXYCODONE/ ACETAMINOPHEN 10 mg/325mg

TABLET

Take 1 tablet by oral route every 4-6 hours as needed for pain

QTY: 150 (one hundred fifty)

    UNITS: Tablets

REFILL____0_
___

_________________________________________ ,
M.D.__________________________________ ,M.D
                     Substitution Permitted



   Dispense As Written





DEA#__________________
_______                                     

�DIFFERENT CLINIC /PHYSICIAN NAMES AND ADDRESSES, BUT OVERALL PRESCRIPTION FORM IS THE SAME.


�LIGHT BLUE TAMPER RESISTANT  PAPER SOMETIMES USED


�MOST HAVE THIS TYPED TEXT  -  SINCE THESE ARE BEING COMPUTER GENERATED, TEXT MIGHT CHANGE AS MORE FORGERIES ARE RECOGNIZED. 123456ECIALIST CLINIC LLC0) GENERATED, TEXT MAY EASILY BE CHANGED.��������������������������������������������������������������


�UNDERLINE MAY BE MISSING UNDER THE 0 OR REFILL EXPRESSED AS “(0) zero”


�COMMA TYPED BEFORE M.D.


�HANDWRITTEN DEA #






