PRESCRIPTION COLLECTION/DELIVERY SERVICE

PATIENT CONSENT FORM

	Patient 

forename
	

	Patient 

surname


	

	Address: 


	

	Postcode: 


	

	Tel No.:


	

	Mobile 
	

	Email Address:

(Optional)
	

	Prescriber’s Name:


	

	Surgery:


	

	Surgery Address:


	

	Pharmacy premises:
	


· At my request, I give consent for [INSERT PHARMACY NAME] to collect my prescription from the above named surgery on this occasion


· At my request, I give consent for [INSERT PHARMACY NAME] to collect my prescription from the above named surgery on a recurrent basis. 


· I give consent for [INSERT PHARMACY NAME] to deliver the medicines on my prescription to my home at my request when necessary. 
I reserve the right to terminate or amend this agreement at any time and I will inform [INSERT PHARMACY NAME] of any changes to this agreement.

Signed: 






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

Print Name: 





