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	PLEASE READ INSTRUCTIONS BEFORE COMPLETING FORM

	1. 
	This form is for new applications for a permit for representatives of pharmaceutical companies to store and carry samples to supply to authorised persons, such as medical practitioners.
To request a change to an existing permit, please complete an Application to Change a Licence or Permit, available at: 
https://ww2.health.wa.gov.au/Articles/A_E/Application-forms-for-Licences-and-Permits


	2. 
	Applicants should familiarise themselves with the relevant parts of the Medicines and Poisons Regulations 2016 as there are prescribed limits on both the number of samples that can be stored at a premises listed on the permit and the number of samples that can be carried in vehicles.
Samples may be stored at self-lock storage facilities. However, at no time can persons other than representatives of the pharmaceutical company take delivery of or be in possession of samples at a self-lock storage facility. This restriction includes staff of the self-lock storage facility.

	3. 
	Applications will generally be processed within 4 weeks of receipt by the Medicines and Poisons Regulation Branch, provided the required fee has been paid. To ensure a timely decision about your application please: 

· Complete all required sections of the application, 

· Attach all requested documentation to the application,
· Ensure the application is accompanied by a completed Personal Information Form for the applicant, 
· Ensure any copies of original photo identification documents have been certified as true copies,

· Respond to requests from the Department for additional information as soon as possible and 

· Make sure appropriate staff are available if the Department needs to conduct a premises inspection.



	4. 
	If the permit is issued it will expire 1 year after the date of issue. A renewal application will be mailed to the preferred correspondence address approximately 2 months prior to expiry. If the permit/licence is not issued, the applicant will be provided with details of the reasons in writing and the permit fee will be refunded. The application fee is non-refundable.

	5. 
	There are penalties under the Medicines and Poisons Act 2014 for providing false or misleading information.

	6. 
	It is the responsibility of the permit holder to ensure compliance with the Medicines and Poisons Act 2014, the Medicines and Poisons Regulations 2016 and any conditions placed on the permit.

	7. 
	If emailing your application; to ensure, the application is in the correct format, please scan pages and email. DO NOT SUPPLY PHOTOGRAPHIC IMAGES.


	Incomplete applications will result in processing delays


	1. Applicant

	Name of Legal Entity (may be different to business or trading name):
	     

	Business or trading name of pharmaceutical company:
	     

	Title: 
	     
	Forename/s:
	     
	Surname: 
	     

	Position in business: 
	     

	· Attach the completed Personal Information Form: Identification, Fitness and Probity for the individual Permit holder 

	Contact details for pharmaceutical company:

	Postal address:
	     
	Suburb: 
	     
	Postcode: 
	     

	Telephone:
	     
	Fax: 
	     
	Email: 
	     

	Contact details for pharmaceutical representative:

	Telephone:
	     
	Fax: 
	     
	Email: 
	     

	Preferred address for correspondence (renewal reminders will be sent to this address):

	Pharmaceutical company address as shown above? 
	 Yes
	 No

	If no, please complete preferred correspondence address below:

	Postal address:
	     
	Suburb: 
	     
	Postcode: 
	     


	2. Pharmaceutical samples that will be stored

	Details of medicine
	Schedule (S2, S3 or S4)
	Approximate number of boxes or bottles to be kept on hand*

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	*Note: a maximum of 100 samples each, of up to 5 medicines may be stored at a premises.

	2.1 Schedule 2,3 and 4 medicines

	Please  describe  how  the receival  and  supply of  medicines in Schedule 2 , 3 and 4 will be recorded:

	

	

	How long will records of receival and supply of medicines in Schedule 2, 3 and 4 be kept for?
	     

	2.2 Loss of theft of Schedule 4 medicines

	Please describe how any loss or theft of medicines in Schedule 4  will be reported to the Department:

	

	

	

	For more  information, visit: https://ww2.health.wa.gov.au/Articles/N_R/Reporting-loss-or-theft-of-medicines-and-poisons


	3. Premises and storage details 

	Please provide details of all premises where you will store samples.

	3.1  Residential address of applicant (required)

	Street address:
	     
	Suburb: 
	     
	Postcode: 
	     

	3.2 Pharmaceutical sample storage at residential address 

	Please check all that apply:

	Schedules 2, 3 and 4: 
	 Locked room
	 Locked cupboard

	Schedule 2, 3, 4 – Refrigerated: 
	  Locked room with refrigerator
	  Locked refrigerator

	Please describe how  you will ensure refrigerated medicines (if applicable) are always stored at the correct temperature:

	

	

	

	Note: Manual thermometers are not sufficient for continuous monitoring of the storage of temperature sensitive medicines. A refrigerator intended for vaccine storage or the use of a data logger which alarms if the temperature is outside the designated range (with downloadable data) is required.

	
	Please check to confirm you will be the only person with access to samples stored at your residential address

	Please explain how you will prevent unauthorised persons, including other household members, from accessing samples stored at home:

	     

	

	

	3.3 Self-locked storage unit (optional)

	Name of storage facility:
	     

	Street address:
	     
	Suburb: 
	     
	Postcode: 
	     

	Is the storage unit temperature controlled? 
	 Yes
	 No

	If no, please describe how you will ensure the samples are held at the manufacturer’s recommended temperature?

	     

	

	

	Storage unit stores: 
	 Only my samples
	 My samples plus those of other representatives

	If the unit stores samples of other representatives, how are the samples kept separate?

	     

	

	


	Who will sign for deliveries of samples at the storage unit (check all that apply)?

	 Self
	 Other representatives
	 Other, please specify:
	     

	 
	Please check the box to confirm that no-one, other than yourself and the representatives you share the storage unit with, has access to the storage unit.

	 
	Please check to confirm that the storage facility staff do not have access to the storage unit, unless accompanied by you or another representative with whom you share the storage unit

	

	3.4  Licensed wholesaler located in Western Australia (optional)

	Name of licensed wholesaler:
	     

	Street address:
	     
	Suburb: 
	     
	Postcode: 
	     


	4. Return of samples at end of day

	Please check the boxes to confirm the following statements:

	 
	Samples will only be kept in my vehicle whilst it is being used in the course of my business

	 
	At the end of the business day, samples will be removed from my vehicle and returned to the secure storage at the premises address/es I have provided in Section 3 of this form.


	5. Orders from clients 

	Please check the box to confirm the following statement:

	
	Samples will only be supplied to authorised health professionals following receipt of a written order signed by the health professional.


	6. Declaration

	I (provide full name): 
	     

	of (provide full address):
	     

	hereby declare: 

	i. 
	The information contained in this application form is true and correct

	ii. 
	I am aware that penalties apply under the Medicines and Poisons Act 2014 for providing false or misleading information in this application. 

	Signature of applicant: 
	     
	Date: 
	     

	
	
	
	

	Witnessed by:



	     
	
	     

	(Signature of Witness)
	(Name of Witness)


	Checklist: Please ensure all the appropriate requested documentation is attached.

	
	Completed Personal Information-Form for the Permit holder (Section 1)

	
	Declaration at  signed and dated (Section 6)

	
	Payment details complete at the end of document.


	

	Payment

	 Fee: $208

	Comprising non-refundable application fee $104 and 1 year permit fee $104
Permit fee only will be refunded if permit is not issued.

	 Cheque or money order – made payable to DEPARTMENT OF HEALTH

	 Credit Card – American Express and Diners not accepted

	Card type: 
	 MasterCard
	 Visa 

	Name on card: 
	     
	Card number: 
	      

	Expiry date: 
	     
	Amount: 
	 $208

	Signature of cardholder: 
	     
	Date: 
	     

	
	Direct debit to bank

	Bank: Commonwealth Bank 
	BSB: 066 040 
	Account number : 13300018
	Amount: 
	 $208

	Receipt Number: 
	     
	Payment date: 
	     

	


For enquiries or assistance contact:  Medicines and Poisons Regulation Branch

Tel: 9222 6883 Email: MPRB@health.wa.gov.au 
MP00043.3

Please post completed form to: Corporate Services Directorate, Department of Health 


GPO Box 8172, Perth Business Centre WA 6849
MP00043.3

Payment Enquiries: (08) 9222 2394            General Enquiries: (08) 9222 6883
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