
 
 
 
 
 
 
 
 
  

Name of prescriber : 
 
 
…………………………………………………………… 
 

 
TO BE FILLED OUT BY PRESCRIBER: 
 
Atrributed patient code :  
 
Reserved for label 
National Health Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

R/ 

 
Date & signature of prescriber : 
 
 
 
 
 

 
Stamp of prescriber : 

 
Deliverable as from mentioned date 
or as from : 
 
……………………………………...................... 
 

 
PRESCRIPTION OF MEDICATION 

 
 


