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Prescribers	  Signature:	  _________________________________________________	  Date:	  __________	  
	  

Please	  fax	  completed	  form	  to:	  
Clayton	  Central	  Pharmacy	  (Pharmasave)	  

(03)	  9544	  0124	  
(Please	  give	  original	  script	  to	  patient)	  

Doctor	  Name:	  __________________________________________________________________________________	  
Prescriber	  Number:	  ___________________________________________________________________________	  
Address:	  ________________________________________________________________________________________	  
___________________________________________________________________________________________________	  
Phone	  number:	  __________________________________	  Fax:	  _________________________________________	  

Patient	  Name:	  __________________________________________________________________________________	  
Address:	  ________________________________________________________________________________________	  
___________________________________________________________________________________________________	  
Allergies:	  ________________________________________________________________________________________	  
Phone	  number:	  _________________________________________________________________________________	  


