
SIG: Take ______ mg daily in divided dose. 
Check if no stress dose requested.
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1 mg/mL solu�on
Dispense:

   30 day supply Refills: 

ICD-10 #: Descrip�on:

Form: KhindiviRx.01
Effective Date: 3/3/25 
Revised Date: 8/6/25
1927-v2

Prescriber acknowledges Khindivi is being prescribed off label based on clinical judgment for one or more of the following: stress dosing, age, and/ or diagnosis.
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