AUTHORIZATION TO PICK-UP PRESCRIPTIONS

Date:

Patient's Full Name:

Sponsor’'s SSN:

To: Pharmacy Department, Naval Brach Health Clinic, Groton, Connecticut
1. | authorize the following individual(s) to pick-up prescriptions on my behalf:

NAME SSN

(Patient’s Signature)

Enclosure: Copy of front and back of patient’s military ID card.

Note:
This form is for internal Pharmacy Use Only and is used pursuant to the Privacy Act of 1974.



