
    

 
 
 
 
 

 

 

 

 

 

 

      PODIATRY FORMULAS 

 

Nail Removal (Non-Surgical)  

   ❏ Urea 40% Occlusive Ointment  

          ❏ Urea 40%/Bacitracin 500 U/Gm/Clotrimazole 2%/Ibuprofen 2%/Deoxy-D-Glucose (2) 0.19% 
            

          Nail Fungus  

          ❏ Itraconazole 1%/Ibuprofen 2%/DMSO Nail Solution  

          ❏ Itraconazole 1%/DMSO Topical Solution  

          ❏ Ketoconazole 2%/Urea 40%/DMSO Nail Suspension  

          ❏ Itraconazole 1%/Terbinafine HCl 3%/Tea Tree Oil 6.6%/Urea 10%/Biotin 0.6%/DMSO  
           

                   Nail Suspension  

          ❏ Doxycycline 2.5% Tobramycin 2.5% Mupirocin 1.726% Ketoconazole 2.5%  

          Fungal Skin Infection  

          ❏ Ketoconazole 2%/Miconazole 2%/Clotrimazole 1% Topical Cream  

 

          Circulation Problems or Raynaud’s Phenomenon  

          ❏ Nifedipine 4% Topical  

          ❏ Pentoxifylline 5%/Nifedipine 2% Topical  

          ❏ Pentoxifylline 3%/Nifedipine 3% Topical  

          ❏ Pentoxifylline 5% Topical  

          ❏ Nifedipine 16% Topical  

 

                    Diabetic Neuropathy Heel Spurs  

          ❏ Ketamine 10%/Gabapentin 6%/Clonidine 0.2%/Nifedipine 2% Topical  

          ❏ Nifedipine 10%//Ketamine HCl/10%/Gabapentin 6%/Lidocaine 3%/Prilocaine 3% Topical  

          ❏ Amitriptyline HCl 2%/Baclofen 2%/Ketamine HCl 5%/Ketoprofen 10%  

          ❏ Amitriptyline HCl 2%/Baclofen 2%  

          ❏ Amitriptyline HCl 2%/Ketoprofen 2%/Carbamazepine 2%  

          ❏ Ketamine HCl 10%/Gabapentin 6%/Nifedipine 2%  

 

           Foot Cramps  

          ❏ Ketoprofen 10%/Cyclobenzaprine HCl 2%  

          ❏ Magnesium Chloride 10%/Peppermint 1%  

          ❏ Magnesium Chloride Hexahydrate 10%  

 

 

 

 

 

12 N Federal Hwy, Suite A 
Pompano Beach FL, 33062 

NPI 1649771171 / NCPDP 5736939 
Phone (866) 478-3761 

Fax (888) 510-2297 
Email: rx@yhpharmacy.com 

 

Patient Name: __________________________________________________ Date of Birth: __________________________________ 
Address:  _______________________________________________ City: ___________________ State: __________ Zip: __________ 
Phone: ________________________________________________ Email: ________________________________________________ 
Allergies: □ NKDA (no known drug allergies) □ Aspirin/ NSAID’s □ Cyclobenzaprine □ Lidocaine / Local Anesthetic □ Tramadol □ Opioid 

     
 

Physician Name: __________________________________________________________________________________________________ 
Address: ___________________________________________________ City: ___________________ State: __________ Zip: __________ 
Phone: ____________________________________________________  Fax: _________________________________________________ 
DEA: ______________________________________________________   NPI: _________________________________________________ 
 
          _______________________________________                          _______________________________________ 

                             Physician’s Signature                                                                                Date 

FDA does not review any compounded medication for safety/efficacy. CMPD refers to a compounded med. 

 


