
 Cyan,  Magenta,  Yellow,  Black,  PMS 4625 C

636 11th Avenue
New York, NY 10036

212.237.7000

  AD CODE: NA   FILE: 000468-02E-RX Pads.indd   BUILD DATE: 12-22-2009 1:17 PM OGILVY & MATHER GALLEY:

  SAP #: ALG.ALGBAS.09055.B.011   LIVE: None   BUILD OP: Bob   PM/MRK: Rachel Main
1  CLIENT: Allergan   TRIM: 8.5” x 11”   REV DATE: 12-22-2009 6:13 PM   CREATIVE (CD): N/A

  CAMPAIGN:  Natrelle DM   BLEED: 8.75” x 11.25”   REV OP: JY   CREATIVE (AD): J. Ruchelshaus PASS:

  CHANNEL: Direct Mail   GUTTER: None   P/U LAYOUT: None   CREATIVE (CW): N/A
E  FORMAT: Pads   SCALE RATIO: 1:1   P/U IMAGES: None   TRAFFIC: G. Campos

  AD TITLE: Natrelle DM - Pads   PRINT SCALE: None   PRODUCTION: Bianca Lau OP: QC:

PUBLICATIONS: None   ENGRAVER: None

OUTPUT FROM DELIVERY VOLUME
FONTS: Futura BT

SWATCHES:  C=100 M=0 Y=0 K=0,  C=1 M=3 Y=3 K=0,  PMS 4625 C

ART: Latisse_Logo_4c.ai (Up to Date), ViviteR_528_4c.ai (Up to Date), Natrelle®_cmyk_Blk_Wht.ai (Up to Date), AGN TheSciOfRejuv_Blk_W_Brn_4C.ai (Up to Date), Device Card1.pdf (Up to Date), id card_r1_4c.psd (CMYK; 428 ppi; Up to Date) 

Here’s how to get your Natrelle® Gel Bonus Gift.  
	 Bring this form when you visit your surgeon to discuss your Natrelle® Gel breast  
	  augmentation procedure and ask if LATISSE® (bimatoprost ophthalmic solution) 0.03%  
	  and VIVITÉ® Vibrance Therapy are right for you.
	 Have your medical doctor* write a prescription for LATISSE® using this form.
	  After surgery, fill in your name, address, city, state, zip, email address, phone number,  
	  and Natrelle® Gel Patient ID Card information.
	  Ask your doctor’s office to complete and fax this prescription form to 1-800-501-1131. 
	  Your free trial of LATISSE® and your free trial of VivitÉ® Vibrance Therapy, worth up to 
	 $225, will be mailed to you. (Please allow 7 to 10 days for delivery.)

	 For assistance, call us at 1-800-505-3898.

©2009 Allergan, Inc. All rights reserved. ® and ™ marks owned by Allergan, Inc.      APC26NF09
CODE NLV 

CMYK

BLACK

WHITE

To each her own®.

Free Bonus Gift Certificate

All fields are required in order for prescription to be valid.

Rx_ _______________________________________________  

Patient Date of Birth___________________________________

Patient Allergies_ _____________________________________

Patient Health Conditions ______________________________

Disp. State License No.________________________________

DEA No.____________________________________________

National Provider No._________________________________

Medical Doctor Name_________________________________

Practice Name_ ______________________________________

Practice Phone No.____________________________________

Medical Doctor Signature______________________________

Patient ID Card Information

(L) Catalog No.: _______________________

(L) Serial No.: _________________________

(R) Catalog No.:_______________________

(R) Serial No.:_________________________

            ear Healthcare Professional,

Please follow the instructions on the reverse 

side of this card and give this document  

and the plastic Device Identification Card  

to the patient for her records.

D

Remove the plastic Device Identification Card  

from the front of this document and place the Patient 

Record Labels from each product on the plastic  

Device ID Card (LEFT SIDE for product implanted  

in the left breast, and RIGHT SIDE for product  

implanted in the right breast). Patient Record Labels 

are atop the thermoform lid inside the packaging.

If a Patient Record Label is not available, use a 

ballpoint pen to record the serial number, catalog 

number and product description for each device  

in the space provided on the card.

F R O N T  O F  C A R D

B A C K  O F  C A R D
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Allergan, Inc.
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™

To each her own.™

Device Identification Card 
Keep for your records

™

E X A M PLE

LEFT SIDE

Serial No. ________________________________________

Catalog No. ______________________________________

Description _______________________________________

RIGHT SIDE

Serial No. ________________________________________

Catalog No. ______________________________________

Description _______________________________________

Please print patient information.

Name__________________________________________________________________________

Address_________________________________________________________________________

City_________________________________State________________ Zip_ ___________________

**Email_________________________________________________________________________

Phone__________________________________________________________________________
 
  *Medical doctor = MD, DO, and/or an OD (optometrist) from any state in the United States except CA, CO, DE, IL, MD, or VA.
**Providing your email address will allow tracking information to be sent to you regarding your product shipment. 

Not for refill. Limit only one kit per code. Offer expires 6/30/10 while supplies last.


