Rhode Island Department of Corrections

Healthcare Services

Request for Written Prescription Post-Release

	Name: _______________________________
DOB: _____________ ID# _______________

Facility: ______________________________

Anticipated Discharge Date: ____________

	Fax Number:__________________________
Requestor: ____________________________

Phone No. _________________ Ext: _______

Date of Request: _______________________


	All requests for prescriptions upon release will be processed through the Medical Discharge Planner. Submit completed request a minimum of 7 DAYS PRIOR TO RELEASE DATE.



	Patient is to be discharged with written prescriptions for 30 days of medications and no less than 7 days of medications for all current prescriptions.

Diabetic Patients will receive enough supplies to self-medicate for no less than 7 days.

No Controlled Substances will be given to patients, Written Prescriptions will be provided.


Prescriptions have been received and are awaiting retrieval (return fax to requestor).  Patient has adequate medications on-hand for at least 7 days of discharge medications upon release.
Nurse Signature: __________________________________  Date: __________________



	Child Waiver Section
I agree to accept my medication(s) in a non-child resistant container.  I have also received written prescriptions for 30 days of medications that will be filled (at my cost) at a pharmacy of my choosing.
Patient Signature: ____________________________  Date: __________________
All medication(s) have been distributed to the above patient by:

Nurse Signature:  ____________________________  Date: __________________

Forward the completed form to the Medical Records Unit for inclusion in patient’s record.
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