
 
Audit information request form 
Complete one form per request 
 

 
 
Pharmacy name: ___________________________________ 
 
Pharmacy address: _____________________________________________________ 
 
Date: ________________________ Time entered: ____________________ 
 
 
Prescription number: ____________________ Prescription date: _________________ 
 
Name on prescription: ___________________________________________________ 
 
Prescription details: 
 
 
 
 
 
 
 

 
Copy made:  Y     N 
Evidence receipt:  Y     N 
Explanation given by auditor:   Y     N 
 
Auditor explanation: 
 
 
 
 
 

 
 
 
 
 
Auditor’s printed name: ___________________________________________________ 
 
Auditor’s signature: ______________________________________________________ 
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