E’ KENYA PHARMACEUTICAL £

&/ ASSOCIATION centraLBRANCH .‘@."
PHARMACEUTICAL WASTE DISPOSAL APPLICATION FORM
PREMISE NAME. ID NUMBER:
MOBILE NUMBER.- EMAIL.
e I O e
Disposal
Consent

I, the undersigned, hereby confirm that the above information is true and accurate to the best of my knowledge
and authorize the disposal of the listed pharmaceutical products as per the proposed method.

Signature: Date:

Note: Fillin triplicate
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