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Info Sheet

Pharmacy Provider

	Information About The Pharmacy
	Pharmacy Name _____________________________
	founded in __________________

	
	اسم الصيدلية باللغة العربية ______________________________________________________ 



	
	NSSF Registration No               ______________

Ministry of Health License No   ______________ 


	Date --  / -- / ----

Date -- / -- / ----

	
	Address 
	

	
	
	Country 

Region   

City 

Area 

Street 

Building 

Owner 


	 ________________________ 

 ________________________ 

 ________________________ 

 ________________________ 

 ________________________ 

 ________________________ 

 ________________________

	
	Well known surroundings (e.g. Facing Bank X, Near Hospital Y, …)

___________________________________________________________



	
	Please sketch a Draft Map in the space below to facilitate the access to your pharmacy (See the example map given on the last page) :




	Information About The Pharmacy- Contn’d
	Contact Details 


	

	
	
	Telephone 

Mobile 

Fax

P.O. Box

Website

E-Mail
	 ___________________________________________________________  

 ___________________________________________________________  

 ___________________________________________________________ 

 ___________________________________________________________ 

 http://____________________________________________________ 

 ___________________________________________________________ 



	
	Opening Hours

Does the pharmacy open 24/24 hours?              Yes                                No   

If No 

The pharmacy opens at ___________ am till _____________ pm



	
	Other Info

How many employees work in the pharmacy other than the pharmacist? __________ 

Is there another pharmacist available for opening at night? 
Yes               No  

If yes, please provide his/ her name ______________________________________________ 

Do you prepare prescriptions in your pharmacy (compounding)? 

Yes               No  

Does the pharmacy sell cosmetics & beauty care products (Lipsticks, makeup,…)?

Yes               No  

How do you describe the variety of paramedicals (shampoos, dentifrices,…) available in your pharmacy?     Limited                Moderate             Large  

Does the pharmacy include a baby care products section? 

Yes                No  

Does the pharmacy include a veterinary section?

Yes                No  

Is the pharmacy currently involved in contracts with parties other than MedNet?

(e.g. Electricity companies, Internal security forces,…) Yes           No    

If yes, kindly name them _______________________________________________________ 




	Information About The Pharmacist
	Pharmacist Name
	

	
	
	First Name      Middle Name       Maiden Name         Family Name

	
	Dr.     ___________       

Gender

Date of Birth

Nationality (ies) 

Marital Status

Academic Degree

Graduated from

Languages
	 _____________      ______________        ______________ 

Male                    Female  

-- / -- / ----           Place of Birth _____________________

___________________________________________________ 

Single          Married          Widowed           Other  

____________________________________________________ 

________________     University, Year _________________ 

Arabic                     English                       French  

Other (specify) ______________________________________ 



	
	Times during which you are available in the pharmacy 

From __________ Till ___________         &         From _______________ Till ____________ 

Person to contact in your absence ________________________________________________ 




	Technical Information
	Is there a Computer in the pharmacy?     Yes                  No  

Which Microsoft Windows Version?       Win95            Win98          Win2000   

Which version type?                              English           Arabic           Eng+ Ara  

Other (Please Specify) _____________________________________________________________ 

Do you have an inventory- managing software?

Yes                 (Software Name) ______________________         No  

Do you have a printer?                                   Yes                   No   

Do you have an internet account?                   Yes                  No  

Which Browser do you use? (e.g. Internet Explorer, Netscape Navigator, …) 

________________________________________  Version _________________________________ 




	Technical Information- Contn’d
	Do you have a Barcode reader?                     Yes                       No  

Do you have a Credit Card reader?                Yes                       No  

Do you accept any of these cards at your pharmacy? 

Visa             Master              American Express           
Others (please specify)                 ______________________________________________ 



	
	Name of the bank you deal with    ______________________________________________ 

Branch                                          ______________________________________________ 

Account No                                    ______________________________________________ 

IBAN Code (obligatory)                   ______________________________________________ 

Account Name                                ______________________________________________ 




	Let’s hear from you….
	Do you recommend a friend / relative’s pharmacy to join MedNet Network? 

Yes                       No  

If yes, Please mention the Pharmacy Name ______________________________________ 

Pharmacist Name  _______________________ Phone (0 __) __________________________

Address ________________________________________________________________________ 

Other Information you like to add

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Your suggestion / Complaints 

_________________________________________________________________________________ 

_________________________________________________________________________________ 




By signing this form I hereby certify that the information contained in it is true and accurate.
المطلوب للانضمام الى شبكة الصيدليات المنتسبة الى نظام مدنت

1- تعبئة انموذج (Informaction Sheet) المتوفر لدى شركة مدنت لبنان.
2- تعبئة المعلومات المتعلقة بالحساب المصرفي اجباري.
3- صورة عن اجازة فتح واستثمار الصيدلية.
4- صورة عن اذن معاطاة مهنة الصيدلية في لبنان.
5- صورة عن الشهادة الجامعية.
6- صورة عن افادة الانتساب الى نقابة صيادلة لبنان.
7- Computer & printer.
8- (Win XP or Higher) + (Internet Explorer V.6.0 or higher).
لمزيد من الاستيضاح، يرجى الاتصال بالـ Help Desk: 1271 




Name                                               Signature & Stamp                                   Date
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An example Map Showing how to reach MedNet Headquarter in Sin El Fil
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