REQUEST FOR REPEAT PRESCRIPTION

(72hr request) Please print in capital letters

Full Name:

 ______________________________

Address:

 ______________________________

D.O.B:    

_______________________________

Telephone No:
_______________________________

Pharmacy:

__________________________________

ITEM(s) REQUESTED:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF YOU ARE REQUESTING AZATHIOPRINE, 
CICLOSPORIN, COLISTIMETHATE, HYDROXYCHLOROQUINE, METHOTREXATE, MYCOPHENOLATE OR SULFASALAZINE PLEASE ADVISE DATE OF LAST BLOOD TEST:


  

IF YOU ARE REQUESTING WARFARIN, PLEASE PROVIDE THE FOLLOWING INFORMATION:
Anticoagulation Patients, ie Warfarin etc.

Current INR level:

_____________________

Date of last blood test:
_____________________

Date of next blood test:
_____________________

Current dosage:

_____________________

