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Controlled Medicine's Health Facility Details

Name of Facility Pharmacy / Hospital / Clinic/'Cov. Orzapization/'Company...

Tel: Fax: E-mail:
NHEA/Animal affair Facility License Number:
_ Expiry Diate:
CE Number: Expiry Diate:
Address:
Health Facility Manager Name:
License No. (Health Professional nnlﬂ; CFR:
Sign:
Nationakity: Address:
Age

I declare that all information mentioned above are correct and accurate

Siznafure and Stamp:

Please submit the followine Docoments:

1. HealthViet Facliby Booe. 2. Plywiciany frchormary hoonac. 3. (B Lirensc
4 Wager's TPR oard reader idormatios- 5 Plarmacy eer, Cearer Liosnas EFmcility licrnac
7. Dot emer dor asmbgieed penson o il with MOH
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Psychotropic Drug Purchase License

Serial No. MOHM-PDFL /

Name of Pharmacy / Hospital / Clinic

Name of Drug

Quantity Requested for Purchase

Stock on Hand
Original Stock

Quantity Consumed

N.B.:- Prescriptions/Delivery notes should be enclosed indicating quantity consumed

Requested By

Date

For Use By Ministry of Health

Name of pharmacy/Hospital'Clinic

Name of Drug & Quantity Approved

Valid to:

Approved By

(2) a2, 38

Gl g Adaal) il el 5 508all o) gall Jagl g s Culed yal Jula i e




KINGDOM OF BAHRAIN

=
48]
¥
I
—
o]
£
v
5
=

g rhor: :ON INOHJ313L
s JUNLYNOIS
(h-a 12 FUL
et JINVN
e M ey ‘A9 Q3AI3D3Y

e irhpr: :ON INOHdITIL
ol :JYNLYNDIS
gty L
(e JNVN
o2 (et ‘A9 QIZINOHLNY

g irher: :ON INOHdITIL
e :JUNLYNOIS
I ey L
(& ANYN
(e AR e # eyt AS ¥IISNVEL/NYNLIY

[ [ [ ] /1

JWVYN LNIWL¥Y4IA/NOILD3S
(Lol adl (has

3000 ¥3sn iilva

-

(3) a2 @ sn

o (prerer? prwr (e | I R

w1y —¥1c
T gy
jnoliﬁ

INYO4 ¥IISNVYHL/NYNLIY STVIHILYIN

e {=we [ 0 (f

ANIWIOYNVIN STVINILYIN 40 ILVHOLO3NIA
HLIV3H 30 AULSINIW

NIVHHVE 40 WOAGONI

sl 5 Aliadl <l el 5 5 y0aall o) gal) Jag guin g el yal Jada il y



KINGDOM OF BAHRAIN

=
et
(4]
[¢F]
s
—
o
>
B
2
k=

............... : dweys pue aineudis

-

ady (38

(4)

Joemay

ameusig
asmy

ameudis
ueroisigd

asoueEg
£nuenf)

pala)smIupy
fuenp

Hdo
Iawso jad

sanadg
1ad

paala>ay
£nueng)

Iafnddns

(

"1dd/'1d0d/Td0N)
Iaqumy asuant]

(asuadsig/ataanay) ae(

pI0D8Y JUAWAAOW 2018

[[pSUang g amel }onpold

{AMoe [EIH 194 Jo awWeN

Il Yigall g3 a8l Al gall dasl gz g Ciled ya) Jala <8 e

235all g Anls



KINGDOM OF BAHRAIN

Ministry of Health

Location MameMNumber ; -—-------———--——-——-———
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Fill @nly for supply reque=t

Fequested By:

Frepared By:
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Medical Order Form

Health Facility Name: Department/Ward Name&HNo
Patient Name: Address
D M. Age: Comntact No.
Dingrosis ©
1 | Medicne Desoiption & Strengihi: | Date Dizcont
Dk
Daose Route Dzt Timie
Murse Or's SiE &
Name & Azmp:
Doctor's Signature & Stamp @ | Signature
2 | Medidne Desoigtion & Strensth: | Date Discont
Ceske:
Daose Route Ceate Timie
Wurse Or's S &
Name & Rpmp:
Doctor’s Signature & S@@mp @ | Signature
3 | Medione Desmipbon S 5rensthi: | Dgte Duscoant
[oke-
Dose Route | Date Time
Murz= Dr's SiE &
MName & SAmmp:
Doctor's Signature & Smmp : | Signature
4 | Medicne Desmztion & Strensth: | Date Duscont
Dok
Dose Route Crate Time
Murse Or's Sig &
Name & Samp:
Doctor's Signature & Samp : | Signature

(9) pd 3o
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KINGDOM OF BAHRAIN

Ministry of Health

KINGDOM OF BAHRATN

Ministry of Health

UMDER COMNTROL DRUG SECTIONMN
Registration Form

CPR NO.

Full Mame

License No. License License
(NHFRA) Issue Date Expiry Date

Email address:

Contact Mumber:

Institute
Crat f Jovini
Name ate of Joining
Profession Specialty
Stamp
Authorized
Signature

I hereby confirm that all the information given abowve is true to the best of my knowledge.

Signature: Date:

(11) pd) 38
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Nen - Conformity Report

Department of Narcotic and precursars

Action Taken / Corrective Action (Far Facility use)

NCRMumber............. Health |ndu5tD Vet D Others []

Nan-Conformity DBSCPHON: ...

NC Code e

Observer Staff NaME: .. GTOUR s

155080 T0 o

lesund Date: ..o

Information of the Non-Conformity Incidence

Place of (Incidents observation): ... | Dateofthe

QCCURTENCE. s

Other PArties i INCIBBALS! ... ... e

‘ Far Fatllllll}l use: { N.B. Submit this farm to department of Narcotic and precursor by completion)

Nan - Canformity (12, Whatis Wrang):

1717 H—

Name: ...

Signature & SEMP: wunvsrsinn

Justfication / Case Analysis (For Facility use):

(12) a2, (38l
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Controlled Drugs Destruction Form

Form (A)
Serizl M, Application Date: ...
Pharmacy/AgentHospital/Clinic Name:
Address: Tel.: E-mail e
Applied by Health Facility Staff:
License Mumber—. .. -
CPR Mumber: Stamp

Signature-

Proposed Date of Destruction:

Proposed Time of Destruction:

Site of Destruction Ward/Section (if Applicable) etc.-

Perform by Health Care Professional Mame:

Licanse Number- Signature:

Witness by Health Care Profeszsional Mame:

license Number: Signature:

Witness and Authorized by Facdility Manager (Mame):

license Mumber (if Health Care Professionaly: . Signature:

List of Controlled Medicines for Destruction.

Mo, frand Mame ‘Gemernic Mame | Stremgth Farm Quantity Barch Mo. Expiry Date Manufacture

ol | L b | =k

3

Mihistry of Health Use:
We Hereby to Permit the Destruction of the Attached Listed Medicines.

Date: . Mame:- _Signature-_. . —
Stamp

Final Approval Signature:. .. —

(13) ab, i e
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Controlled Drugs Destruction Form

Form (B)

Pharmacy/AgentHospitalClinic Name-.....

Serial Ne.

Address: o

L L E—

Application Date: ...

Applied by Health Facility Staff o

Licanse NUMDEE & o

CPRNUMDAF L SIGNELUFR Y

Manager Approval sign.: ........coouce

Stamp

List of Controlled Medicines for Destruction.

Ministry of Health Use:
We Hereby to Permit the Destruction of the Attached Listed Drugs

Final Approval Signature: ...

Stamp

No.

Brand Name

Deneric Mame

Strength

Farm

Quantity

Batch No.

Expiry Date | Manufacture

2

Waste Management Company Use:
Company Names........ooe

This is to Declare that we Received and Destroyed the Attached Listed Drugs.

Mathod of Destruction: ..o

Date of Destruction: ...

SIGNBEUTE £ Stamp

(14) ad, 38l
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