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PHARMACIST AUTHORIZED PRESCRIPTION RENEWAL 

DOCUMENTATION AND NOTIFICATION FORM 
Note to Prescriber: Please update your records. No response required.

	Patient Information

	Name:      
	Date of Birth (YYYY/MM/DD):      

	Address:      
	Phone #:      

	Original Prescriber Information  

	Name:      
	Phone #:      
	Fax #:      

	Pharmacy Information

	Name:      
	Fax #:      

	Original Rx
	Rx Renewal Details

(Drug name, strength, quantity, directions)
	Rationale for Prescribing

	Affix Original Rx Label Here
	
	 FORMCHECKBOX 
 Medication is for a chronic and long-term condition

 FORMCHECKBOX 
 Patient’s condition is well-controlled

 FORMCHECKBOX 
 Patient is tolerating the medication without serious side-effects

 FORMCHECKBOX 
_____________________________
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	Date:      
	Pharmacist Name:      
	Pharmacist Signature: 
	OCP #:      

	Additional details (incl. patient assessment):

	     

	Monitoring and Follow-up Plan:

	 FORMCHECKBOX 
_____________________________​​​​​​​​​​​​​​​​​_______________________________________________________________________________

 FORMCHECKBOX 
_____________________________​​​​​​​​​​​​​​​​​_______________________________________________________________________________

 FORMCHECKBOX 
Patient was advised to follow-up with their primary care provider for their next Rx renewal (if applicable)

	Original Prescriber/Primary Care Provider Notification

	Date of Notification:

     
	Primary Care Provider Name and Contact Information 
(if different than Original Prescriber):

     

	Method of Notification:

 FORMCHECKBOX 
 Fax

 FORMCHECKBOX 
  Phone
 FORMCHECKBOX 
  Other
	


References:

OPA’s Pharmacist Authorized Prescription Renewal: Quick reminders and tips – https://www.opatoday.com/professional/resources/for-pharmacists/tools-and-forms/prescription-renewal
OCP’s Expanded Scope Orientation Manual: http://www.ocpinfo.com/library/practice-related/download/Expanded%20Scope%20Orientation%20Manual.pdf


