
Kindly authorize by signature for the renewal of allergy serum for the patient listed below.

      Last filled: 

Authorize Refills for ___________________  Months 

Signature 

Fax Back to: 1-877-337-1935 

Thank You. 

TEL: 866 335 5294 

FAX: 877 337 1935 

Email: info@westernallergy.com 

WESTERN ALLERGY REFILL REQUEST 

Rx# / Patient Name & D.O.B

Rx# / Patient Name & D.O.B

mailto:info@westernallergy.com

