
 
Rockville Internal Medicine       
1201 Seven Locks Rd., Ste. 111 
Rockville, MD  20854       PATIENT REQUEST FORM 

 
REQUEST DATE:  ____________________________ 
 
PATIENT NAME:  _____________________________________ DATE OF BIRTH:____________ 
 
CONTACT PHONE #:  ________________________________ 
 
PHYSICIAN:   
PRESCRIPTIONS:     ***ALL REQUESTS WILL BE PROCESSED IN 24 HOURS*** 
 
MEDICATION NAME: _____________________________  
STRENGTH: ___________________________       DOSES PER DAY:____________________  
LENGTH OF SUPPLY (how many days or months):  ______________________ 
_______  I will pick up prescription 
_______  Send to my local pharmacy     Location:_______________________________________ 
 
Special Instructions:   
REFERRAL:      ***ALL REQUESTS WILL BE PROCESSED IN 24 HOURS*** 

SPECIALIST NAME:  _____________________________ SPECIALTY________________ 

REASON FOR REFERRAL:________________________________________________________ 

INSURANCE:__________________________ ID#____________________________________ 

SPECIAL INSTRUCTIONS: 

BLOODWORK:    ***ALL REQUESTS WILL BE PROCESSED IN 24 HOURS*** 
_______  Requesting Blood-work 

        Name of Test:________________________ Reason for Test:___________________ 

_______  Requesting Blood-work Results 

                     Name of Test:________________________   Date of Test:_____________________ 

    ________  Will pick up copy of results 

                ________  Mail copy of results to my home address 

MESSAGE FOR MY PHYSICIAN:    ***ALL REQUESTS WILL BE PROCESSED IN 24 HOURS*** 

______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
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