IVERMECTIN Risk Assessment Tool					Today’s Date: ____________

Patient’s Name: _______________________________	Date of Birth: ___________

Address: __________________________City: ________________ State: ______ Zip: ________

Phone: ____________________ Allergies: __________________________________________

Patient’s Weight ___________ Dose Dispensed ___________ Quantity Requested ________

*MUST BE OVER 18 TO GET IVERMECTIN WITH THIS OVER-THE-COUNTER PROTOCOL.
Circle One.
Are you pregnant or breastfeeding?							Yes	No
If yes, then you can not obtain ivermectin through this agreement.
Are you prescribed or using any of the following medications?			Yes	No
	If yes, then you can not obtain ivermectin through this agreement.

Coumadin/warfarin (blood thinner)
Sirolimus/Rapamune (anti-rejection organ transplant meds, immunosuppressant)
Tacrolimus/Advagraf XL/Envarus XR (anti-rejection organ transplant meds, immunosuppressant)
Erdafitinib/Balversa (cancer drug for bladder/urinary cancer)
Lasmiditan/Reyvow (migraine med)
Tepotinib/Tepmetko (small cell lung cancer med)
Erythromycin ethylsuccinate, lactobionate, or stearate (antibiotic)
Itraconazole (anti-fungal med)
Ketoconazole (anti-fungal med)
Rifampin/Rifadin (anti-Tuberculosis med)
Verapamil (blood pressure/heart rhythm med)

The State of Tennessee Board of Pharmacy requires the following statement as of 2023 “Off-Label use of drugs is not prohibited by state or federal law. The FDA has not authorized or approved ivermectin for the treatment or prevention of COVID-19 in people or animals. Ivermectin has not gone through the new drug application process with the FDA for COVID-19.”
The State of Tennessee Board of Pharmacy requires the knowledge of patient comorbidities as of 2023>

Other Health Conditions: ________________________ Patient’s Primary Doctor: ____________

I, _____________________________(print name) agree to voluntarily obtain ivermectin from this pharmacy under the collaborative practice agreement established by the State of Tennessee 
Pursuant to Tenn. Comp. R. & Regs. 1140-03-.17 and 1140-03-.18 and T.C.A. §§ 63-10-217 and 63-10-224, FDA LABELING (STROMECTOL/ IVERMECTIN)    and attest that the above personal information is accurate.

Signature: ______________________________________ Date: ______________


Compounded Caps due to tablet burden. Take 1 capsule twice weekly with food for COVID prevention. At first symptoms, take 2 capsules daily for 5 days. May also take as directed for Long Haulers COVID.
Ivermectin _____mg  Qty: _____ RF: _____
Substitution Permissible __________________MD  Dr. Denise Sibley 	Date : __________

