RETURN REQUEST OF NEAR EXPIRY PRODUCTS - PHARMACEUTICALS

Pharmacy Name : Date :
Importer Name :
Product Name Strength | Presentation Form Lot Number Expiry Date | Quantity*
* 1 or 2 packs as per the protocol signed between the OPL and the LPIA
Name of Importer Representative Signature Date :
Name of the Pharmacists Signature Date :

APPROVAL OF THE MINISTRY OF PUBLIC HEALTH

Date:

Stamp/ Signature
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