KERRSLAND SURGERY

PRESCRIPTION COLLECTION BY DESIGNATED PHARMACY
PATIENT CONSENT FORM
	Patient 

forename
	

	Patient 

surname


	

	Address: 


	

	Postcode: 


	

	Date of Birth

	

	Pharmacy Name

	

	Pharmacy Address:


	


 I give consent for _______________________ Pharmacy to collect my prescriptions from Kerrsland Surgery. 
. 
Signed: 






Date:        /       /
   
· I am the representative of the above person and have been authorised to sign on their behalf. 

Print Name: 
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	8BM4 
	Repeat dispensing at designated pharmacy

	9qA 
	Consent given for collection of px by specified 3rd party
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