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PRESCRIPTION REFILL REQUEST  
 

Please note:  We require at least 72 hour notice for refills to local pharmacies and 7 days for mail   

order pharmacies.   

 

For your safety, you may be required to make an appointment with the doctor before 

medications can be renewed. 

 

Date of request: _________           Please fax completed request to 907-770-6202 

 
 

Pharmacy: __________________________________________________ Phone: _____________________________ 

 

Pharmacy Fax: ________________________________________ 

 

 

 

PATIENT INFORMATION 

 

  NAME OF PATIENT: _____________________________                 Date of Birth:__________________________ 

  Address: _________________________________________                 Phone: ______              Email_____________ 

                  _________________________________________                 ID # __________________________________   

 

 

 

 Medication Strength Directions QTY Refills DAW 

1       

2       

3       

4       

5       

6       

7       

8       

 

CONFIDENTIALITY / DISCLOSURE WARNING: This transmittal contains privileged and confidential information intended for the use of 

the designated recipient. Federal Privacy Laws prohibit copying, distributing and using this information by unauthorized person. If you have received this 

transmittal in error, please notify us by telephone at the number listed above and return the document to us by U.S. Mail. 


