
 

 

 

ICD-10 Code ___________               Description ___________________________________________________________ 

Rx/Drug Strength/Dose Directions Qty Refills 

        Invega Sustenna     

        Invega Trinza     

        Invega Hafyera     

 

   Notes ____________________________________________________________________________________________ 

ORDERING PROVIDER: 

Signature: _____________________________________________                   Date: ______________________ 

Provider’s Name: _______________________________________                   Phone: _____________________ 

Physician NPI: _______________________________ ___________                  Physician’s DEA:  _____________ 


