
FAMILY MEDICINE PRESCRIPTION REFILL REQUEST

Pt. Name ________________________________________________ NURSE _____________ TO___________________________________

Pt. Chart # __________________________ Meds. needed (name of drug, dose, frequency taken)

Date/Time ___________________________ _________________________________________________________________________

Phone ______________________________ _________________________________________________________________________

Primary MD _________________________ _________________________________________________________________________

Next Appt. ___________________________ _________________________________________________________________________

Initials ______________________________ _________________________________________________________________________

Pharmacy ___________________________ _________________________________________________________________________

Pharmacy #__________________________ _________________________________________________________________________

Drs.’ Approval _______________________ _________________________________________________________________________

Rx called in by _______________________ Date/time ________________________________________________________________
Form # 030249 To reorder, log onto: http://www.virginia.edu/uvaprint/HSC/hs_forms.pl
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