
304 Boston Post Road - Old Saybrook CT 06475 
Phone 860-388-4599    FAX 860-388-4699 

Controlled Medication and FORM 222 Instructions 

We are stocking three Class II Meds which require the form 222.  Below is  
a list of  the meds and the requirements for how to fill out the form for those  
specific medications.   You must fill out the portions marked in BLUE only.   

 
If  you need a medication not listed or if  you need assistance please call us. 

MAIL FORM 222 to Common Cents EMS Supply LLC - 304 Boston Post Road - Old Saybrook CT 06475 

To order form 222’s from the DEA please visit https://apps.deadiversion.usdoj.gov/webforms/orderFormsRequest.jsp? 

2mL 

https://apps.deadiversion.usdoj.gov/webforms/orderFormsRequest.jsp?


For Class III and Class IV Medications shown below we need to have a copy  
of  your Medical Directors most current DEA License and a Common Cents EMS 

Supply LLC Prescription Authorization Form showing the Medication on file    
An example of their DEA License is shown here.  The below medications DO NOT require a form 222.   

Class II Medications shown on the sample Form 222 on other side 

25 each of 2ML  
FENTANYL CIT INJ  

50mcg/mL SDV 

5 each of 10ML 
MORPHINE SUL INJ  

1mg/mL SDV 

10 each of 1mL 
Midazolam HCI  

5mg SDV 

Class II 
NDC 0409-3815-12 

Class II 
NDC 00409-9094-22 

Class III 
NDC 00409-2051-05 

10 each of 5 mL 
Ketamine HCI 

100mg/mL MDV 

If  you need a medication not listed or if  you need assistance please call us. 

Class IV  
NDC 00409-2308-01 

Class IV 
NDC 00409-6778-02 

10 each of 1 mL 
Lorazepam  

2 mg/mL MDV 

10 each of 2mL 
Midazolam HCI  

10mg SDV 

Class IV  
NDC 00409-2308-02 



304 Boston Post Road - Old Saybrook CT 06475 
Phone 860-388-4599    FAX 860-388-4699 

Prescription Pharmaceutical Authorization Form 

Organization:_______________________________________________________ 

Ship to Address:_____________________________________________________ 

Bill to Address:______________________________________________________ 

Contact Name:_____________________________  Title:____________________ 

Contact E-Mail_______________________@______________________________ 

Contact Phone:____________________  Contact Fax:______________________ 

We will keep this on file for your organization for future purchases 

We must have this form completed and signed by your Medical Director in order 

for us to ship any prescription pharmaceuticals to you.  After your Medical Direc-

tor completes the form please either mail it to Common Cents EMS Supply LLC, 

304 Boston Post Road, Old Saybrook CT 06475 or fax it to 860-388-4699 

It is required that you send a COPY of your Medical Directors DEA  
License when you send us a copy of this form.  This is not optional 

 
I hereby authorize designated members of the above organization to order 

 
___________  Unlimited Pharmaceuticals 

— OR — 
____________  Limited Pharmaceuticals (authorized items listed on page 2) 

 
Print Medical Director’s Name:________________________________ 

 
Medical Director’s Signature:__________________________________ 

 
DEA License Number:____________________    Date:_________________ 

 



304 Boston Post Road - Old Saybrook CT 06475 
Phone 860-388-4599    FAX 860-388-4699 

List of Authorized Pharmaceuticals 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

_________________________________________________________________ 
 

Organization :_____________________________________ 
 

Print Medical Director’s Name:________________________________ 
 

Medical Directors Signature:__________________________________ 
 

DEA License Number:____________________    Date:_________________ 
 


