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Caring, Reliable & Affordable CENTURION

Pleasecompletethisformand e-mailto newpatients@pharmacydirect.co.za
or fax to 086 524 7481
Assistance is also available on www.pharmacydirect.co.za
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Address Detail

Home! Physical Address
Building | | streetano. | ]

Suburb Town/ City Postal Code
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Postal Address (If different to home)
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Building | | streetano. | ]
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Please deliver to my - Work I:l Postal Address I:l Home (Only if someone can receive parcels) I:I

Service Required

Please deliver my medication to the indicated address - Automatically every 28 days [:I By request D

Do you agree fo generic subsfitution? Do you agree fo therapeutic substitution?
My first medication is expected on ! 120 (Subject to Medical Aid approval)
I need my first delivery of medication on I 120

IMPORTANT: Please note a valid, repeat prescription will be required every 6 months as per legislation
The applicant acknowledges that he/she is responsible for payment of any levies, co-payments or rejections that the medical
scheme may impose, and to inform Pharmacy Direct of any changes to his/her medical aid detail.

Signature: Main Member: Date:




