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	Authorization and Documentation of 
Prescription Refills


Definition/Purpose: Providing prescription refills is an integral part of patient care in the private practice setting. This policy/procedure is intended to outline this process to ensure patient safety and accurate reporting.

Personnel Responsible: Nurses, Medical Assistants (MAs)*

*Refer to practice-specific job description for MAs.

Equipment/Supplies Required: Prescription Forms

Policy: Prescription refill requests will be monitored and verified by nursing personnel. The patient’s clinical record will be checked for legitimacy, accuracy, and appropriateness before the refill is authorized.
Procedural Steps:

A. The request for prescription refill is received by telephone, faxed from pharmacies, or requested verbally by patients or caregivers.

B. The following information will be reviewed by clinical personnel prior to authorization of request:

1. Patient’s name

2. Allergies

3. Physician’s name

4. Drug name

5. Directions

6. Date of initial order

7. Date of last refill

8. Relevant quantity

9. Pharmacy name, fax, or phone

C. The nurse will review the medical record for the following:

1. Most recent visit notes to determine currency of active care

2. Prior documentation of the prescription order and refill date

D. Clinical personnel will obtain authorization from physician for prescription refills and notify pharmacy and patient/caregiver and will document this in the medical record.

E. If the prescription refill is denied by the physician, the nurse will notify the pharmacy and patient and will document accordingly.

Documentation:

All prescription refills will be documented in the medical record.  This documentation should include medication name, strength, date of refill authorization, quantity to be dispensed, directions for use, and number of refills authorized, pharmacy name, telephone number and pharmacist’s name.

Prescription Refill Log (Sample)

Name:_______________________________________________   Dx:________________________________   Allergies:________________________________

	Date
	Drug
	Dose
	Freq.
	Total #
	Refills
	Pharmacy
	Pharm. Ph. #
	Pharmacist
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