Alpharetta Pediatrics
        
...where KIDS are special!
Laura M.Bleekrode, MD
Susan G. Traxler, MD
PRESCRIPTION  REFILL REQUEST
Patients Name: ____________________________________________________________
Date of Birth:____________________________________________
Medication Requested: ______________________________________________________
Strength:________________________________________________________(ex: 30mg )
Current Dosage: __________________________________________________(ex: 1 pill twice a day)
Date of Last Check-up:_______________________________________________________
Medication Allergies?:________________________________________________________
Pharmacy Name and Phone Number: ____________________________________________
                                                            ____________________________________________
How can we contact you if we have any questions or to notify you of completion? 
________________________________________________________________________________________________________________________________________________________________________
*****  Please allow 5 days for controlled substances.  *****

Please FAX this form to your primary office.
Cumming Fax: (678)947-3256     of     Roswell Fax:  (770)664-7836
