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s

exas Prescription Refill Request Form

Owner’'s Name

Pet’'s Name

Client’'s phone #

Client’s alternate phone #

STVS Doctor Name

Prescriptions Requested:

1.

2.

3.

4.

How is the pet doing?

If yes, the Pharmacy phone #

If yes, what time?

Does Rx need to be called in to a Pharmacy? [ JYes [ ]No
Will owner pick up the Rx? [ lYes []No
Does Rx need to be mailed to client? [ JYes [ ]No

If yes, what is the mailing address?

Please fax this completed form to 210-930-8040



