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DSI Agent: _______________________     
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New accounts will not be processed without the following information completed in its entirety.

PRACTICE INFORMATION                                                           BUSINESS INFORMATION
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DEA SCHEDULED CONTROL REQUIREMENTS                                                                         
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,If you would like to order controlled drugs, please complete the information on Page 3.  The address printed on the DEA license
must match your shipping address EXACTLY, without exception) 
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STATE LICENSE INFORMATION 
(A  copy of your State Medical License must be attached, without exception) 
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Please read carefully and sign below: 
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(Responsible Party) 

Practice Name: ______________________________________________

Practice Specialty: ___________________________________________

Practice Tax ID#:____________________________________________

Trade Name (DBA):__________________________________________

NPI #: _____________________________________________________

Organization of Business (Check One)
□ Corporation □ LLC  □ Partnership  □ Sole Proprietor  □ Other

State of Incorporation: ________________  Date Established: ___/___/____

Bill to:      □ Shipping Address Billing Method: 
□ Billing Address □ Net/30 Terms
□ Other □ Credit Card

□ Other: __________________
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OPTIONAL SERVICES & EQUIPMENT   DISPENSING SOFTWARE   !
Yes 

 !
No




(If your practice includes multiple sites, please designate a Facility Administrator who will oversee all sites and grant access to each individual site’s 
Facility Administrator). 
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 Please fill out the form below with all providers, in addition to your primary physician,  who will be dispensing from your site. 
This section must be completed if your practice would like to order controlled substances.  

First Name Last Name Degree DEA License 

DEA License 
Exp. 
Date

State 
Medical 
License

State Medical 
License Exp. 

Date NPI#


 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 



 
 
 
 
 
 
 









 DISPENSING ACCESSORIES
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340B INFORMATION (If applicable, a current, legible copy of your pharmacy license must be attached, without exception)
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(Responsible Party) 



Controlled Drug Survey
(Needed only if ordering controlled substances from DSI)     

Practice Name:____________________________________________________________________________________________________ 

I intend to order controlled substances from DSI for the purpose of in-office dispensing: □ Yes □ No  
(If yes, fill out all questions listed below) 

Please list requested item number(s) (or description) and monthly quantity: ______________________________________________ 

__________________________________________________________________________________________________________________
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(Responsible Party)



