
 
 

Prescription Refill Request Form 
 

**This form is only for current patients requesting a refill for a medication that was prescribed 
by Dr. Gavin.** If you have any questions regarding your prescription, please send a message in 
the patient portal or call the office at 843-681-5077. 

 
 

Date: __________________________________ 
 
Name: _________________________________    Date of birth: __________________________ 
 
Medication: _____________________________     Dosage: _____________________________ 
 
Pharmacy Name: _______________________________________________________________ 
 
Pharmacy Address: ______________________________________________________________ 
 
 


