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of 
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Your 
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Name of Medication
please list 

medication(s) from the  
bottle or package

Dosage 
write the strength 
of the medicine 
(e.g., 30 mg, 2%)

Quantity
Approximate 

number of pills, or 
estimate amount 

of liquid or cream.

Please indicate any 
side effects or other 

comments
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WWW.LIVEOAKRX.COM

Where did you get 
this medicine? 
Check one box 
below.

Why was medicine 
returned? Check one 
box below.

1611 W 5th Street
Suite 160
Austin TX 78703-4874

512.476.TXRx (8979)
512.476.8980 (fax)
www.LiveOakRx.com


