
    

 

 

 

 

 

 

 

 

 
 

 

 
Call +64 9 442 1727 to speak to one of our pharmacists 

62C Diana Drive, Wairau Valley, North Shore 0627, PO Box 101-142, North Shore Mail Centre 0745, Auckland, New Zealand 
Ph: 64 9 442 1727  Fax: 64 9 442 5851   Email:  info@compoundlabs.co.nz  Website:  www.compoundlabs.co.nz 
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CLINIC REQUEST 
FOR COMPOUNDED MEDICINES 

Complete and Fax (09 442 5851) or Email info@compoundlabs.co.nz 
 

 
 
 
 
 
 

Contact Phone Number: ___________________________________ Date: _____________________ 

Email Contact: __________________________________________________________________________ 

Requesting Doctor's Name: _____________________________________   

Reg No.: ___________________ 

Requesting Clinic Name: 
__________________________________________________________________ 

Delivery Address: ________________________________________________________________________ 

 _________________________________________________________________________________________ 

I hereby request CompoundLabs to compound the medicines listed for these patients under 
my care. 

Signature: ________________________________ 

MEDICATION 
(including strength, dose, frequency & dose form) 

PATIENT NAME 
QUANTITY 
REQUIRED 

 
  

 

 
  

 

 
  

 

 
  

 

 
  

 

 
  

 

 
  

 
 

Conditions of Supply 
1. Compounded prescription medicines will be supplied by PCNZ under Regulation 44 of the Medicines 
Regulations 1984. 
2. The requesting Doctor is responsible for packaging, labelling, and counselling to the patient. 
3. The requesting Doctor is responsible for their own record keeping and reporting requirements. 
 

Please note: This form is only required for clinic orders (products will be billed & sent to the clinic). For private patients, please fax a 
prescription only. 
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