 
St David’s Clinic
Repeat Prescription Request

Preferred Chemist for Collection:	…………………….........................................

In the NHS Wales App you can: Order prescriptions, view your existing repeat prescriptions and view current and past medicines.

Please complete the form fully, including preferred pharmacy and names of all medication required – Failure to do so may result in delay. 

Patient Name:		.................................................................................................

Date of Birth: 		.................................................................................................			
Address:		..................................................................................................

Telephone Number:	.................................................................................................

	                  Item
Name of Medication
Item
Name of Medication
1


6

2


7

3


8

3


9

5


10



Signed:         ...............................................................   Dated: ....................................


YOUR REPEAT PRESCRIPTION WILL BE AVAILABLE FOR COLLECTION 48 HOURS OR 7 WORKING DAYS FROM YOUR PHARMACY DESTINATION IF RECEIVED BEFORE 10am OR 72 HOURS AFTER 10am



St David’s Clinic
Repeat Prescription Request

Preferred Chemist for Collection:	…………………….........................................

In the NHS Wales App you can: Order prescriptions, view your existing repeat prescriptions and view current and past medicines.

Please complete the form fully, including preferred pharmacy and names of all medication required – Failure to do so may result in delay. 

Patient Name:		.................................................................................................

Date of Birth: 		.................................................................................................			
Address:		..................................................................................................

Telephone Number:	.................................................................................................

	                  Item
Name of Medication
Item
Name of Medication
1


6

2


7

3


8

3


9

5


10



Signed:         ...............................................................   Dated: ....................................


YOUR REPEAT PRESCRIPTION WILL BE AVAILABLE FOR COLLECTION 48 HOURS OR 7 WORKING DAYS FROM YOUR PHARMACY DESTINATION IF RECEIVED BEFORE 10am OR 72 HOURS AFTER 10am

						
			







NAME:  ..............................................................................			
ADDRESS:  .......................................................................

.............................................................................................

.............................................................................................					                    
						
REQUEST FOR: ..............................................................			
.............................................................................................			
.............................................................................................			
.............................................................................................			
.............................................................................................			
SIGNED: ....................................   DATE:  .......................			

Please allow 48 hours for your prescription to be proc				


9/9/2016
