
 
 

                                  Prescription Refill Form 
 
 
Patient’s Name: ________________________________DOB: _____________ 

 
Please check one: 
 

 Dr. Restifo 

 Dr. Thomas 
Fax (202) 364-6513 

 

 Dr. Chester 

 Dr. Schubert 

 Dr. Umhau 

 Dr. Yau 

 Dr. McBride 
Fax (202) 362-2303 

 

 Dr. Klein 

 Dr. Naujokaitis 
Fax (202) 537-0560 

 

 Dr. Ungar 

 Dr. Li 
Fax (202) 362-2573 

 

 Dr. Dooley 

 Dr. Hansen 
Fax (202) 362-3639 

 

 Dr. Sacks 
Fax (202) 363-1171 

 
Daytime Phone:  (_____) _______ - ______________ 
 
Cell Phone:    (_____) _______ - ______________ 
 
Please have my prescription(s):  

   Called into my pharmacy @:  
        Pharmacy Name:  _________________________________________ 
        Pharmacy Phone Number:   (______) _______ -_________________        

   Would like to pick-up at the office. 
   Mailed to: _______________________________________________ 

 
                          _______________________________________________ 
 
                     ________________________________________________ 
 
Prescription #1:  Name of Medication: _____________________________ 
 
                            Strength of Medication:___________________________ 
 
                            Refills Requested: _______________________________ 
 
                           _______________________________________________ 
 
Prescription #2: Name of Medication:______________________________ 
 
                          Strength of Medication: ____________________________ 
 
                          Refills Requested: _________________________________ 
   
   ________________________________________________ 
  
Prescription #3: Name of Medication: ______________________________ 
 
                          Strength of Medication:_____________________________ 
 
                          Refills Requested: _________________________________ 
 
                          ________________________________________________ 
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