REGISTRATION FORM

Please complete this form as fully as possible if you wish to register for either the Collection Service or the Collection & Delivery Service* operated by ARC Pharmacy.  
(The registration form must be signed either by the patient or their representative)
*Please note that the delivery service is as the discretion of the pharmacist.
	Name: 


	

	Address: 


	

	Postcode: 


	

	Tel No.:


	

	Email Address:

(Optional)
	

	Doctor’s Name:


	

	Surgery:


	

	Surgery Address:


	

	Prescription Type:
	· NHS Fee Exempt    

· NHS Fee Paying

· Private

	Date Prescription will be ready for collection:
	

	Date Prescription will be collected from ARC:
	

	Additional Comments:
	


Please place a tick in the box to request the service.

· 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.
Signed: 






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





