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PRESCRIPTION_ CLAIM FORM 

SCHEME TYPE '"REF  DSC ,.. I 

I FORM NO. "" 004/683 GJ 
DATE DISPENSED 

DAY MONTH YEAR 

PATIENT NAME 

PATIENT ADDRESS 

- IOLAS t,lOUiNE PRESCRIBER NA ME T\ Walk In r:A - : _ r -'--'" 

 PRESCRIBER 
ADDRESS 

PATIENT REFERENC E No.I PRESCRIBER NO. I 
DRUG NAME AND STRENGTH 

'""J-!DIN H 20MG/G + lOMG/6 CREAM 20 G/10MG/G (LE: PHAR A] (30) 

TOTAL PAID BY/OR ON BEHALF OF PATIENT 

C plete the foilw i g oniy if you are 1ak1ng d claim I der tre drug 
reford scl-e1e. 
Cl i11ant Naae 

 lai1ant Add ess I verifv t at t e catient received 
_ _ _ _ _ _ _ _ _ _ _ _ _ _  the qua1tity of 1te1s stated above. 

Relationship of Cla11a t 
o Patie:--t

Cla11ant 5ignatu e 

DRUG CODE 
QUANTITY 

j " " , : " " ' ; l " ' I .  

DISPENSED .., 

s I 9 I I q I -- I I   I 
I I I I I I I 
I I I I I I I 
I I I I I I I 
I I I I I I 
I I I I I I I 
I I I I I I I 
I I I I I I I 

1 4 APR 2020 
Tesco .Shoppinc: 

Enni<,, C c . c 
_ _ _  .;;;,o ,_,

C --ntre . , :  . 

PHARMACY STAMP 

RECEIVED BY: .... 
To be  signed by patient (or representative) 
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