
0$75,;�9,3�3+$50$&< 

285 E. Waterfront Dr. Ste. 130 | Homestead, PA 15120 

Phone (866) 410-3306 Fax (866) 410-3304 

 Questions? E-mail us at INFO@MATRIX-PHARMACY.COM or Call (866) 410-3306. We are here to assist you! 

  

3$7,(17�,1)250$7,21�	�'(02*5$3+,&6 

   ORDER DATE: ______________________  APPOINTMENT DATE (if known): ____________________ 

FIRST NAME: ________________________________________  LAST NAME: ____________________________________________ 

DOB: _______________________ Ō�)HPDOH����Ō�0DOH PHONE: _________________________________________ 

ADDRESS: _____________________________________________________________________________________________________ 

CITY:____________________________________ STATE: ______________  ZIP: _________________________ 

INSURANCE COMPANY: ______________________________________________  ID#:__________________________ 

 GROUP#: ______________________  EMERGENCY CONTACT: ______________________________________________ 

35(6&5,37,21�,1)250$7,21 

35(6&5,%(5�,1)250$7,21 

      OFFICE/CLINIC NAME: _____________________________________    ATTN: ____________________________________ 

OFFICE ADDRESS: _____________________________________________________________________________________ 

CITY:______________________________________ STATE: ___________   ZIP: _______________________ 

PHONE: _________________________________ FAX:_____________________________ 

PRESCRIBER NAME ___________________________________________________________________________________ 

NPI: _________________________________ LICENSE:___________________ DEA: ________________________ 

PRESCRIBER SIGNATURE:________________________________________________________ DATE: ________________ 

     (substitution permissible if applicable) 
/E�KZ��Z�&KZ����Z�E��E�D��WZK�h�d�dK�����/^W�E^��͕�d,��WZ�^�Z/��Z�Dh^d�,�E�tZ/d��͚͚�Z�E��E���^^�Zz͛͛�KZ�͚͚�Z�E��D��/��>>z�E���^^�Zz͛͛�/E�d,��^W������>Kt͘ 

   ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

0(17$/�+($/7+�/21*-$&7,1*�,1-(&7$%/(�(152//0(17�)250 

  DIAGNOSIS: Ō�F20.___ (Schizophrenia)  Ō�F25.___ (Schizoaffective Disorder)  Ō�F31.___ (Bipolar Disorder)  

 
Directions: Administer 1 Injection IM every _______ Ō�Weeks  Ō�Month(s) Quantity: ________ Refills:�________ 

DRUG STRENGTH 

Ō Abilify Maintena® Ō 300mg Ō 400mg       

Ō�Abilify Asimtufii®                        720mg               960mg   

Ō Aristada®                        Ō 441mg   662mg    882mg Ō 1  064mg 

      

 
   

Ō Invega Trinza®                                    273mg       410mg                       

        

          

  

Invega Hafyera®                 1092mg              1560mg 
546mg               819mg

Invega Sustenna® 39mg 78mg 117mg 156mg 234mg 

Uzedy® 50mg 75mg 100mg 125mg 150mg 
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