
Prescription Refill Request 

Patient Name: [Patient's Name] 

Patient Address: [Patient's Address] 

City, State, Zip: [City, State, Zip] 

Email: [Patient's Email] 

Phone Number: [Patient's Phone Number] 

Date: [Date] 

Dear [Healthcare Provider's Name], 

I hope this message finds you well. I am writing to request a refill of my prescription for 

[Medication Name], which I take for [Chronic Condition]. My prescription is due to run out on 

[Date] and I would like to ensure that I do not experience any interruptions in my treatment. 

Medication Details: 

• Medication Name: [Medication Name] 

• Dosage: [Dosage] 

• Current Prescription Number: [Prescription Number] 

I would appreciate your prompt attention to this matter, as it is important for me to maintain my 

medication regimen. Please let me know if you need any further information. 

Thank you for your assistance. 

Sincerely, 

[Your Name] 

[Your Signature (if sending a hard copy)] 


