GOATSTOWN MEDICAL CENTRE – 2984613/2986338
PRESCRIPTION RENEWAL FORM
PLEASE give us at least 4 WORKING DAYS NOTICE to complete your prescription. 
If you are unable to collect your prescription please enclose a stamped address envelope. 
Alternatively provide us with the name of your pharmacy below & we will email prescription to them.
Name of your pharmacy :..............................................................................
Please tick if you would like us to email to your pharmacy ______
Please tick the following box to authorise another party to collect for you ___

Name………………………………………Ph…………………DOB......................                                                                                                      

Address……………………………………………………………………

Dr’s name…………………………Medical Card No.,……………...(if any)

Renewal of Non-medical card prescriptions will incur a cost of €20.00     

	
	Name of Medication

( Generic name if possible)
	Strength and

Number per day
	Quantity
per month  

(NB month = 28days)
	Duration
1,3 or 6 mths.
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