
Compounding Dermatology  
Topical Order Form  

 
 
These are your most commonly prescribed options; we can always work with 
providers and patients to personalize treatment. Please check to order, we will fill with 
standard directions written in italics unless directed otherwise.  

 
 
Acne:  APPLY TOPICALLY TO THE AFFECTED AREA _________DAILY IN THE _______   
 Niacinamide 4%/Spironolactone 5% Gel  (similar to Wenlevi)    
 
 Spironolactone 5% Topical Cream       
  
 Benzyl Peroxide 6%/Clindamycin HCL 1%/Niacinamide 4% (clarifying base)  
 
 Benzyl Peroxide 10%/Clindamycin HCL 2%/Niacinamide 4%/Spironolactone 4%/Tretinoin 0.05% (clarifying base) 

 
Skin Lightening:  
 Hydroquinone 12%/Kojic Acid 6%/Vitamin C 1%/Niacinamide 2% Gel   
 APPLY TOPICALLY TO THE AFFECTED AREA  _________ DAILY FOR _______DAYS 
 
Melasma: 
 Hydroquinone 5%/Tretinoin 0.1%/Fluocinolone 0.01% Gel    
 APPLY TOPICALLY TO THE AFFECTED AREA  _________ DAILY IN THE _____ 
 
Fine Lines/Wrinkles: 
 Estriol 0.3%/DMAE 3%/Hyaluronic acid 0.5% Cream     
 APPLY TOPICALLY TO FACE AND NECK ONCE DAILY 
 *should not be prescribed for women who are pregnant, breastfeeding or trying to become pregnant* 

 
Hirsutism: 
 Metformin HCL 5%/Spironolactone 5%/Azelaic acid 1%/Progesterone 1%  
 APPLY TOPICALLY TO THE AFFECTED AREA  _________ DAILY IN THE _____ 
 
Custom Formula: 
 

_______________________________________________________________________________ 
 
 
 
 
               
        
               
               
             
**Clarifying cream is a non-comedogenic base ideal for skin issues. It is formulated with a unique avocado extract to help nourish 

the skin. It may help with red/blotchy areas, rosacea, acne, and reduce the chances of irritation of API’s. It may be used in anti-aging 

formulations for patients with acne-prone skin.  

Patient Name:  

_______________________________ 

DOB: 

________________________________ 

Phone: 

________________________________ 

Address: 

________________________________ 

 

Signature:__________________________________________     
           
Provider name: __________________________________NPI Number: _________________ 
 
Qty (grams):__________  Refills: ____________ Date: _________________ 

 


