
Prescription Refill Request 

Date: [Insert Date] 

To: [Doctor's Name] 

From: [Your Name] 

Patient ID: [Patient ID] 

Insured ID: [Insurance ID] 

Dear [Doctor's Name], 

I hope this message finds you well. I am writing to request a refill for my allergy medication, 

[Medication Name], which I have been using to manage my allergy symptoms. My current 

prescription is nearing its end, and I would greatly appreciate it if you could authorize a refill for 

me at your earliest convenience. 

Thank you for your attention to my request. Please let me know if you need any further 

information. 

Sincerely, 

[Your Name] 

[Your Contact Information] 


