PATIENT CONSENT FORM

The services listed below are designed to make the process of receiving your medicines easier. Once we have received your completed and signed consent form we will be able to collect your prescriptions for you and have them made ready for collection at ARC Pharmacy. 
(The consent form must be signed either by the patient or their representative)

	Name: 


	

	Address: 


	

	Postcode: 


	

	Tel No.:


	

	Email Address:

(Optional)
	

	Doctor’s Name:


	

	Surgery:


	

	Surgery Address:


	


Please place a tick in the box against the service you require.

· At my request, I give permission for ARC Pharmacy to collect my prescription from a surgery, either in person or by means of electronic transfer.


· At my request, I give permission for ARC Pharmacy to order repeat prescriptions for myself. I will contact ARC Pharmacy either by telephone, email or fax, or by leaving the repeat slip for my prescription at ARC Pharmacy.


· I give permission for ARC Pharmacy to deliver dispensed medicines to my home at my request when necessary. *
I will inform you if I wish to make 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: 





