
Medication Refill Request 

Date: [Insert Date] 

Patient's Name: [Insert Patient's Name] 

Date of Birth: [Insert Patient's DOB] 

Parent/Guardian's Name: [Insert Parent/Guardian's Name] 

Parent/Guardian's Phone Number: [Insert Phone Number] 

Medication Name: [Insert Medication Name] 

Strength/Dosage: [Insert Strength/Dosage] 

Current Prescription Number: [Insert Prescription Number] 

Pharmacy Name: [Insert Pharmacy Name] 

Pharmacy Phone Number: [Insert Pharmacy Phone Number] 

Request: We kindly request a refill for the medication listed above for our child. Please let us 

know if any further information is needed. 

Thank you for your attention to this matter. 

Sincerely, 

[Insert Your Name] 

[Insert Your Relationship to Patient] 


