
Repeat Prescription  
Request Form

Patient Name:

Date of Birth

Address:

Medication Strength Dosage

Example Aspirin 50mg Twice Daily
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If you require further medications please continue your list on another request 
form. If you have any difficulty completing this form, ask your pharmacist for 
assistance. Please post or leave completed forms at reception. Prescriptions 
will be available 24hrs later.

Have you attended the clinic for a medication review in the past 6 months? 
Yes/No

I confirm that I request all of the above medications  
be re-prescibed for my personal use.

Patient’s Signature:					     Date:

Call:	 01 538 2871
Visit:	 www.whitehallclinic.ie

 




