NORTH DAKOTA
PRESCRIPTION DRUG REPOSITORY PROGRAM

Donor Registration Form

Donor’s Name:

Address:

Telephone Number:

Name of Patient for whom the drugs were originally prescribed:

Drug(s) Donated

Name of Drug:

Quantity :

Strength of Drug:

Manufacturer Lot #

Pharmacy that dispensed the drugs:

Expiration Date:

Name of Drug:

Quantity :

Strength of Drug:

Manufacturer Lot #

Pharmacy that dispensed the drugs:

Expiration Date:

Name of Drug:

Quantity :

Strength of Drug:

Manufacturer Lot #

Pharmacy that dispensed the drugs:

Expiration Date:

Date Donated :

Donor’s Signature

Date Received



