








  

 
Controlled Drugs Destruction Form  

Form (A) 
Serial No._______________ Application Date: ………………………………… 

Pharmacy/Agent/Hospital/Clinic Name:………………………………………………………………………………………………………………….. 

Address:…………………………………………. Tel.:…………………………………………………. E-mail:…………………………………………….. 

Applied by Health Facility Staff: ……………………………………………………………………………………………………………… 

License Number:……………………………………….. 

Stamp 

 

CPR Number:……………………………………………  

Signature: …………………………………………………..  

 
 

Proposed Date of Destruction: ……………………………………………………………….. 

Proposed Time of Destruction: ………………………………………………………………. 

Site of Destruction Ward/Section (if Applicable) etc.: …………………………………………………………………………………………….. 
 

Perform by Health Care Professional Name: …………………………………………………………………………………………………………… 

License Number:……………………………………………………………… Signature: ………………………………………………………………………. 

Witness by Health Care Professional Name: …………………………………………………………………………………………………………… 

License Number:………………………………………………………………… Signature: …………………………………………………………………….. 

Witness and Authorized by Facility Manager (Name): ....................................................................................................... 

License Number (if Health Care Professional): ………………………………….….. Signature: ………………………………………………. 

List of Controlled Medicines for Destruction. 
No. Brand Name Generic Name Strength  Form Quantity Batch No. Expiry Date Manufacture 
1         
2         
3         
4         
5         
Ministry of Health Use: 
We Hereby to Permit the Destruction of the Attached Listed Medicines. 
Date: …………………. Name: ………………………………. Signature: ………………… 
 
 Final Approval Signature: …………………………….     



  

 
Controlled Drugs Destruction Form  

Form (B) 
 

Serial No.__________________ Application Date: ………………………………… 
Pharmacy/ Agent/ Hospital/ Clinic Name: …………………………………………………………..………………………………………. 
Address: ……………………………………........................ Tel.: ………………………… E-mail: ……………………………………… 
Applied by Health Facility Staff: …………………………………………………………………………………… 

License Number: ……………………………………….. 
Stamp 

 

 

CPR Number: …………………………………………… Signature: ………………………  
Manager Approval sign. : ……………………………….  

 

 
List of Controlled Medicines for Destruction. 
No. Brand Name Generic Name Strength  Form Quantity Batch No. Expiry Date Manufacture 

1         
2         
3         
4         
5         
6         
7         
8         
9         

10         
11         
12         
13         
14         
15         

 



  

 
 
 
Ministry of Health Use : 
We Hereby to Permit the Destruction of the Attached Listed Drugs. 
Date: …………………………………………… 
Name: ………………………………………………… Signature: ……………………………………………............ 
 

Final Approval Signature: ……………... 
Stamp 

 

 
  
  
 

 
Waste Management Company Use : 
Company Name: …………………………………………………….. 

This is to Declare that we Received and Destroyed the Attached Listed Drugs. 
Method of Destruction: …………………………………………. 

Date of Destruction: ……………………………………………….  

Stamp 

 

Signature: …………………………………………….......................   
   
  

 


