
 

 
Prescription Refill Request 
 
Date:  ____________________________________________________________ 

 
Veterinarian:_______________________________________________________ 

 
Phone: _______________________________  Fax: ________________________                     
 
Client’s Name/Barn _________________________________________________ 
 
Client’s Address: ____________________________________________________ 
 
Client’s Phone number (s) _____________________________________________ 
 
Animal’s Name (s) ___________________________________________________ 
 
Please indicate number of times a prescription may be refilled, if any. 
 
Drug:____________________Qty:_____Directions:______________ 0 1 2 3 4 5 6 or  PRN   refills 
 
 
Drug: ____________________Qty:_____Directions:______________0 1 2 3 4 5 6 or  PRN   refills  
 
 
Drug:____________________Qty:______Directions:______________ 0 1 2 3 4 5 6 or  PRN  refills 
 
 
Drug:____________________Qty:______Directions: _____________0 1 2 3 4 5 6 or  PRN   refills  
 
 
Drug:____________________Qty:______Directions: _____________0 1 2 3 4 5 6 or  PRN   refills  
 
 

Authorized by: ________________________________________________________ 
                                   (print name if not original prescriber) 

 
Vet Address:_____________________________________License #________________ 
                                      

Pharmacy Direct: 615.277.5602  
  Please fax back to:  615.574.6057 or 615.370.8502 

 

1041 Sneed Road • Franklin, Tennessee  37069 
888.837.3626 • 615.377.2300 • Fax 615.370.8502 

 


