Insert your hospital logo here

Informed consent: Use of a medication which was purchased and stored outside pharmacy services of  (insert the name of your hospital) 
1. I hereby confirm that I am treated with the medication _____________ (hereafter "the medication") as a:       Single time use       Repeated dosing course  (mark by X what applies)  

2. I hereby confirm that I (mark by X what applies)

Have purchased the medication independently from a pharmacy/drug dispensing agency in my home country
Have purchased the medication independently from a source outside of my home country
Have received the medication through the insurance company _________

Have received the medication from another source (Specify:____________________)

3. I hereby confirm that I am storing the medication at my possession and bringing it myself to the hospital for its administration to me. 
4. I hereby confirm that I was explained that the medication to be administered to me, has been received by the hospital without appropriate knowledge by the hospital authorities regarding its chain of supply. Specifically, I understand the hospital authorities have no knowledge on its storage conditions or its transportation in appropriate transport/storage conditions, as required from medications marketed in Israel, and that the hospital has no liability or responsibility for the medication's quality, effectiveness or purity.         
I hereby agree to be administered with the above medication  
Name ________________ Signature _____________ Date __________________ 
Treating physician approval: 
I hereby confirm that the patient is to receive the medication by a medical recommendation 

Name ________________ Signature _____________ Date __________________ 

