
E.T.P. Consent Form 

Name:                      ..................................................................................................................... 

Address:                 ..................................................................................................................... 

. .................................................................................................................................................... 

..................................................................................................................................................... 

. .................................................................................................................................................... 

G.P./Practice:         ..................................................................................................................... 

I wish to nominate Apollo Pharmacy as the pharmacy to receive my NHS ETP Prescriptions. 

Signed                                                                      Dated 

Please complete and send to: 

Apollo Pharmacy, 5A Park Square, Milton Park, Abingdon OX14 4RR


