
 

 

 

 

 

 

MEDICATION RE-ORDER FORM 

FACILITY NAME * :  

FACILITY ADDRESS:  

FACILITY PHONE:  

FACILITY FAX:  

SENDER'S NAME *:  
 

PATIENT’S NAME PATIENT’S DOB * RX NUMBER * MEDICATION’S NAME 

    

    

    

    

    

    

    

    

* REQUIRED FIELDS 

Refills Orders: Processed in 2 working days unless otherwise requested. (The day the order is 

received, the time the order is received, and the transportation schedule may affect day of 

delivery) 

This transmission contains confidential health information that is legally privileged. This information is intended only for the use of the 

individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other 

party unless required to do so by law or regulation and is required to destroy the information after its stated need has been fulfilled. If you 

are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents 

of these documents is strictly prohibited. If you have received this fax/email in error, please call Ready Meds Pharmacy at 425-251-6335 and 

arrange for the return or destruction of these documents 
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