
Prescription Medication Refill Request 

Date: [Insert Date] 

To: [Doctor's Name] 

[Doctor's Office Address] 

[City, State, Zip Code] 

Dear [Doctor's Name], 

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

for pain management. I have been prescribed [Medication Name] for [specific condition or 

reason] and my current prescription is running low. 

Details of my prescription are as follows: 

• Medication Name: [Medication Name] 

• Dosage: [Dosage] 

• Quantity: [Quantity] 

• Prescription Number: [Prescription Number] 

• Last Refill Date: [Date] 

My past refills have been effective in managing my pain, and I am keen to continue my treatment 

without interruption. Please let me know if you need any further information or if I should 

schedule an appointment to discuss this refill request. 

Thank you for your attention to this matter. 

Sincerely, 

[Your Name] 

[Your Address] 

[City, State, Zip Code] 

[Your Phone Number] 

[Your Email Address] 


