
Prescription Medication Refill Request 

Patient Name: [Patient's Name] 

Date: [Date] 

Doctor's Name: [Doctor's Name] 

Clinic Name: [Clinic Name] 

Clinic Address: [Clinic Address] 

Contact Number: [Clinic Phone Number] 

Refill Request Details 

Dear [Doctor's Name], 

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

medication, [Medication Name], which I have been prescribed for my mental health treatment. 

Prescription Details: 

• Medication Name: [Medication Name] 

• Dosage: [Dosage] 

• Prescribed Since: [Start Date] 

• Remaining Refills: [Number of Refills Left] 

Due to my ongoing treatment, I would greatly appreciate your assistance in processing this refill 

at your earliest convenience. 

Thank you for your attention to this matter. 

Sincerely, 

[Your Name] 

[Your Contact Information] 


