
Prescription Medication Refill Request 

Date: _____________________ 

To: [Pharmacy Name] 

Address: [Pharmacy Address] 

Phone: [Pharmacy Phone Number] 

 

Dear [Pharmacist's Name], 

I am writing to request a refill of the prescription medication for my elderly patient, 

Patient Name: [Patient's Full Name] 

Date of Birth: [Patient's Date of Birth] 

Medication Name: [Medication Name] 

Dosage: [Dosage] 

Prescription Number: [Prescription Number] 

 

Please refill this prescription as soon as possible. If there are any questions or concerns regarding 

this request, do not hesitate to contact me at [Your Phone Number] or [Your Email]. 

 

Thank you for your prompt attention to this matter. 

 

Sincerely, 

[Your Name] 

[Your Title/Position] 

[Your Contact Information] 



[Your Practice Name] 


