
DEA Arrangement  

I _____________________________________, agree to prescribe on the behalf of  

______________________________________ 

 

 
___________________________________                                                        ________________ 
Signature of Prescribing Provider           Date 
 
 
_____ _____________________________ 
Print Name of Prescribing Provider 
 
 
______ __________ __ _______________ 
DEA Number 
 
 
Working relationship with practitioner I agree to cover:  ___________________________________ 
 
 
 
Practice Location(s): 
 
___________________________                      __    
 
_______________________________________ 
 
_________________      ___________________ 
 
 
 
___________________________                      __    
 
_______________________________________ 
 
_________________      ___________________ 
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