Repeat Prescription Collection
To comply with Data Protection Regulation I ________________________________________ DOB__________________  
Authorise ________________________________________ to collect my Repeat Prescription on my behalf 
Signed ____________________________ Date ________________ *Proxy to bring identification
· ……………………………………………………………………………………………………………………………………

*IS THIS PERSON YOUR CARER/LOOKS AFTER YOU? Y/N 

IF ‘Y’, PLEASE SUPPLY CONTACT DETAILS (if you are happy to have this recorded on your records)

Tel:.................................................

**If this is your next of kin please allow us to update your records with their details Y/N
For surgery completion only:

	Added to home page
	

	Added carer
	

	Added NOK
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