
Lihue Pharmacy 
Atropine Eye Drop Order Form

Fax to (808) 246-9199 or
Email to prescriptions@kauairx.com

Date: _______ 

Patient: ____________________________   DOB: ___/___/_____ 

Address:  ____________________________________________ 

Parent/Guardian: ____________________  Phone: _____________ 

Patient’s Allergies: _______________________  □ No Known Allergies 

□ Atropine 0.01% □ Atropine 0.02% □ Atropine 0.03%

□ Atropine 0.04% □ Atropine 0.05%

Opthalmic Solution 

Directions: Instill one drop 

□ OS    □ OD    □ OU

at bedtime. 

Quantity: 5 ml Bottle 

Refills: ___ 

□ Auto Refill for Patient and Bill Doctor’s Office

Prescriber Name: __________________    NPI: _____________ 

Address: _________________________________________ 

Phone: ___________________   Fax: ___________________ 

Prescriber’s Signature: ________________________________ 
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