Prescription Request Form
Date:
_____________________________
Doctor or Location Name _____________________________________________________

Doctor Phone Number ________________________________________________________

Doctor Fax Number __________________________________________________________

Patient Name _______________________________________________________________

Patient Birthday _____________________________________________________________

On behalf of your patient listed above, we would like to request a copy of his/her prescription be faxed to 425-373-5990 (between the hours of 10am and 6pm Tuesday to Friday). Or a letter stating “no prescription” requested by patient is acceptable.
Thank you on behalf of your patient.
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