
  
 

Out of Hours Repeat Medication Request 

 
To:   Beacon Health Centre (Fax: 01983 552247) 

From:  ____________________________________________ 

Tel/Fax: ____________________________________________ 

Date:  ____________________________________________ 

 

Time request received:  ____:______ 

Dear Doctor,  

The following patient has presented to us unable to obtain their repeat prescriptions: 

Patient’s Name and Address  Patient’s GP and Surgery 
 

Patient’s Date of Birth 

  
 
 
 
 
 

 

 

 
Please can you provide a prescription for 10 days of the required medication, which is listed 
below and has been supplied regularly by us? 
 
Pharmacist Signature:_________________ Pharmacist Name: ____________________ 
 

Required Medication  Required Medication 
  
 
 
 
 
 

  
 
 

 

Required Medication  Required Medication 
  
 
 
 
 
 

  

 
Doctor Signature:        _________________ Doctor Name:        ____________________ 

Time request completed by GP:____:______ 

Time prescription faxed to pharmacy:____:______ 


