(Fax to: 1-877-669-9891 or 1-604-598-8620)

Authorization and Release Waiver (To be completed by new patients)                                                      

PRESCRIPTIONS WILL NOT BE FILLED UNLESS THE FOLLOWING TERMS ARE ACCEPTED:

I, the undersigned, confirm that:

I am the age of majority in the jurisdiction in which I reside.  I am not restricted from forming my own medical decisions under the laws of my jurisdiction.  A duly qualified physician in my jurisdiction prescribed the pharmaceuticals ordered by me for myself.  The duty of care is the responsibility of my physician who originally prescribed the ordered pharmaceuticals.  

I agree to release and discharge the Canadian pharmacy and related companies and all of their employees, agents, and affiliates (pharmacists and physicians) from any and all liability, claims or causes of action with respect to the use or application of the ordered pharmaceuticals including, but not limited to undesired side effects.  I understand that the Canadian pharmacy shall be entitled to substitute a prescription drug with a generic drug, where available, in accordance with the British Columbia College of Pharmacists Standards, unless the physician or I has/have indicated that there be “no substitution”.  I understand and acknowledge that the pharmaceuticals will not be packaged in child resistant packaging, unless requested by me.  

I release and discharge the Canadian pharmacy from any and all causes of action with respect to any late delivery of pharmaceuticals sent to me.  I undertake to notify the Canadian pharmacy of any changes to my medical condition by updating my patient profile questionnaire.  I understand and acknowledge that pharmaceutical products may not be returned for refund or exchange.  

I confirm that I did not seek or request a medical opinion of the Canadian licensed co-signing physician regarding the strength, dosage, usefulness, and duration of use, frequency of use, and or appropriateness of the medication for my particular medical condition.  I understand that no one on behalf of the Canadian pharmacy will take any steps whatsoever to determine whether the prescription is appropriate.  The co-signing physician’s responsibility stops at the signing of the prescription.  I understand that it is my responsibility to have my medical condition and medications obtained in Canada monitored by my American doctor in the United States of America.  I release and discharge the Canadian co-signing physician from any and all liability arising from the use of the ordered pharmaceuticals.  

I hereby agree that the relationship between and the resolution of any and all disputes arising between me and the Canadian pharmacy, its physicians, pharmacists, employees, officers, agents and all others acting through or for it, shall be governed by and construed in accordance with the laws of Province of British Columbia, Canada.  I hereby acknowledge that the Courts of British Columbia shall have jurisdiction to entertain any complaints, demands, claims or cause of action, whether based on alleged breach of contract or alleged negligence arising out of the signing of this prescription, and I hereby agree that I submit irrevocably to the exclusive jurisdiction of the Courts of the Province of British Columbia.

All of which is agreed.

_________________________
    __________________________      _________________________

Signature


     Printed Name


Date Signed 


