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Apotheek Zeeburg
Oostelijke Handelkade 1025-1027 
1019 BW Amsterdam
+31 (0)20-4197393 
assistentapotheekzeeburg@ezorg.nl


Using this form, you can register with our pharmacy. A separate form must be completed for each family member aged 12 years or older. For children under the age of 12, consent is provided by the parent or legal guardian. For children aged 12 to 15, consent must be given jointly by the child and the parent or legal guardian. Persons aged 16 years and older provide consent themselves.

PERSONAL DETAILS
First and last name: ………….……………………………………………………………………………………………………………………..
Date of birth: …...……………………………………………………………………………………………………………………………………..
Gender (M/F): …..……………………………………………………………………………………………………………………………………
Citizen Service Number (BSN): ………………………………………………………………………………………………………………..
Health insurance details: ………………………………………………………………………………………………………………………...
General practitioner (GP): ……………………………………………………………………………………………………………………….

CONTACT DETAILS
Street and house number: ……………………………………………………………………………………………………………………….
Postal code and city: …….…………………………………………………………………………………………………………......................
Telephone number: …………………………………………………………………………………………………………………………..........
E-mail: …………………………………………………………………………………………………………………………………………………...
Your email address will be used to keep you informed about your orders and to send a collection code for the medication pickup locker. You may also receive a maximum of one invitation per year to participate in a customer satisfaction survey.
DETAILS OF CHILDREN UNDER 12 YEARS OF AGE (IF APPLICABLE)
Name                               Date of birth                 Gender           BSN
…………………………..      …………………………..         m/v              ……………………………
…………………………..      …………………………..         m/v              ……………………………
…………………………..      …………………………..         m/v              ……………………………
…………………………..      …………………………..         m/v              ……………………………

RESPONSIBLE USE OF MEDICATION
To provide you with appropriate advice on the responsible use of medication, it is important that we have access to an overview of the medication used by you (and other members of your family or household). In order to keep your medication record complete, we will request your details from your previous pharmacy and arrange your deregistration there.	
	
Name of previous pharmacy: ……………………………………………………..
City: ………….………………………………………………………………………………

I DO / DO NOT* give consent for my data to be made available for consultation by other healthcare providers. * Please cross out what does not apply.

AUTHORIZATION FOR COLLECTION OF MEDICATION BY A THIRD PARTY
It may occur that someone other than yourself collects your medication or medical information from the pharmacy. In accordance with privacy legislation (the GDPR and the Dutch Medical Treatment Contracts Act), this is only permitted if you have given your explicit consent.

☐ I would like to use an authorization allowing a third party to collect medication and/or medical information on my behalf. *If you choose this option, please fully complete and sign the authorization form on the reverse side of this document.
☐ I do not wish to use an authorization.

OTHER INFORMATION
Other relevant information (e.g. allergies): ……….……………………………………………………………………………………..

Name and signature: …………………………………………...  Place and date: …………………………………………………………
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AUTHORIZING ANOTHER PERSON
Would you like someone else to collect your medication and/or medical information? 
If so, you must give permission for this.

HOW DOES IT WORK?
1. Are you 16 years of age or older? If so, you may use this authorization.
2. Complete this form in full and sign it.
3. Submit the form to Apotheek Zeeburg, either at the counter or digitally by e-mail.
4. Are you collecting medication or medical information on behalf of someone else as an authorized person?
Please always bring a valid form of identification. Without valid identification, we cannot provide the medication or information.
5. Are you giving consent for your child? For children under the age of 12, consent is given by the parent or legal guardian. For children aged 12 to 15, the child’s own signature is also required.

YOUR DETAILS
First and last name: ………...………………………………………………………………………………………………………………………
Date of birth: …..……………………………………………………………………………………………………………………………..............
Citizen Service Number (BSN): ….…………………………………………………………………………………………………………….
Address and city: …….……………………………………………………………………………………………………………………..............
Telephone number: ………………………………………………………………………………………………………………………..............
E-mail address: .……………………………………………………………………………………………………………………………………...

DETAILS OF THE MINOR
First and last name: ………………………………………………………………………………………………………………………………...
Date of birth: ………………………………………………………………………………………………………………………………………….

DETAILS OF THE AUTHORIZED PERSON
First and last name: ………………………………………………………………………………………………………………………………...
Date of birth: …………………………………………………………………………………………………………………………………............
Telephone number: .……………………………………………………………………………………………………………………….............

YOU GIVE PERMISSION FOR THE PROVISION OF;
☐ All medication
☐ Medication overview / administration list / travel document / repeat prescriptions
☐ Other, namely: ….………………………………………………………………………………………………………………………………...

DURATION OF THE AUTHORIZATION
☐ One-time authorization (date): ……………………………………………………………………………………………………………
☐ Temporary authorization (from – until): …..………………………………………………………………………………………….
☐ Ongoing authorization until revoked

Your consent will be used exclusively for the purpose for which it was given. The pharmacy will provide your medication or medical information only to the person you have authorized. You remain the primary point of contact for your pharmaceutical care. You may withdraw your consent at any time by contacting Apotheek Zeeburg.

Place and date: …………………………………………………..   Signature (patient): …………………………………………………..
Place and date: …………………………………………………..   Signature of the minor (aged 12-15 years): ………………..

Place and date: …………………………………………………..   Signature (authorized person): …………………………………
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