
Primrose Gate Medical Centre: ​Request form for Prescription Renewal 
 

 
Medication Strength Dosage 

 
 
Name of Pharmacy to have prescription sent to:  

 
 

 

First Name:  Last Name:  

Date of Birth​: Mobile Number: 

Today’s Date:  

e.g. Paracetamol e.g. 500mg e.g. ​1 daily Mon-Fri only 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

I consent to receive a text message with respect to my prescription request 
from Primrose Gate Medical Centre.  

Yes No 


