
Prescription Medication Refill Request 

Date: [Insert Date] 

To: [Doctor's Name] 

[Doctor's Office Name] 

[Doctor's Office Address] 

Phone: [Doctor's Office Phone Number] 

Email: [Doctor's Office Email] 

 

Dear Dr. [Doctor's Last Name], 

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

related to my dermatological issues. Below are the details of my medication: 

• Medication Name: [Insert Medication Name] 

• Dosage: [Insert Dosage] 

• Prescription Number: [Insert Prescription Number] 

• Condition Treated: [Insert Condition] 

I have been experiencing [briefly explain any ongoing symptoms or improvements] and would 

appreciate your assistance in processing this refill at your earliest convenience. 

Thank you for your attention to this matter. 

Sincerely, 

[Your Name] 

[Your Address] 

[Your Phone Number] 

[Your Email] 


