REQUEST FOR REPEAT PRESCRIPTION
(48hr request) Please print in capital letters
Full Name:

__________________________________
Address:

__________________________________
D.O.B:    

__________________________________
Telephone No:
__________________________________
Collection point:
__________________________________
ITEM(s) REQUESTED:

NB:
IF YOU ARE REQUESTING WARFARIN, 
PLEASE TURN OVER

IF YOU ARE REQUESTING AZATHIOPRINE, 
CICLOSPORIN, COLISTIMETHATE, 

HYDROXYCHLOROQUINE, METHOTREXATE, 
MYCOPHENOLATE OR SULFASALAZINE PLEASE 
ADVISE DATE OF LAST BLOOD TEST

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_______________________________________________

If there is a Pharmacy from which you prefer to collect your Prescriptions, please let us know as we can record it in your Records. Once this is recorded it will appear on your Prescription automatically and the Prescription will be sent to the named Pharmacy. If you want to change the named Pharmacy in future you will need to inform us before requesting your next Prescription.
REQUEST FOR REPEAT PRESCRIPTION
(48hr request) Please print in capital letters
Full Name:

 ______________________________

Address:

 ______________________________

D.O.B:    

_______________________________

Telephone No:
_______________________________

Collection point:
_______________________________

ITEM(s) REQUESTED:

NB:
IF YOU ARE REQUESTING WARFARIN, 
PLEASE TURN OVER

IF YOU ARE REQUESTING AZATHIOPRINE, 
CICLOSPORIN, COLISTIMETHATE, 

HYDROXYCHLOROQUINE, METHOTREXATE, 
MYCOPHENOLATE OR SULFASALAZINE PLEASE 
ADVISE DATE OF LAST BLOOD TEST
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_______________________________________________

If there is a Pharmacy from which you prefer to collect your Prescriptions, please let us know as we can record it in your Records. Once this is recorded it will appear on your Prescription automatically and the Prescription will be sent to the named Pharmacy. If you want to change the named Pharmacy in future you will need to inform us before requesting your next Prescription.

Anticoagulation Patients, ie Warfarin etc.

Current INR level:

_____________________
Date of last blood test:

_____________________
Date of next blood test:

_____________________
Current dosage:


_____________________

Anticoagulation Patients, ie Warfarin etc.

Current INR level:

_____________________
Date of last blood test:

_____________________
Date of next blood test:

_____________________
Current dosage:


_____________________
