
 
 

Acknowledgement of Prescrip4on Refill Policy 
 
 

Please contact your pharmacy regarding medica4on refill requests. Your 
pharmacy will no4fy our office of your request. Please be advised we require 
72 hours no4ce to process medica4on refill requests.  
 
I acknowledge the clinic’s prescrip4on refill policy. 
 
 
 
________________________________________  _______________ 
Pa%ent name       Date of Birth 
 
 
 
________________________________________  _______________ 
Pa%ent signature       Date 


