
REQUEST TO INACTIVATE
ADVERSE REACTION/CLINICAL CONDITION 

ON PHARMANET PROFILE

The request to inactivate text in the Adverse Reaction/Clinical Condition was initiated by:

 Patient

 Doctor

 Pharmacist

 Patient’s Representative (specify name and relationship to patient)

 Other (specify)

The identity of the request initiator was verified by:

 BC Services Card

 Driver’s License  Other (specify)

PATIENT INFORMATION
Patient Last Name Patient First Name Personal Health Number

PHARMACY INFORMATION

Pharmacist Name

PharmaCare Code Phone Number

Registration Number

Pharmacy Name

PHARMANET PROFILE CHANGE
Text to be Inactivated

Justification for Inactivation

PHARMACIST SIGNATURE
Pharmacist Signature Date Signed

Fax this form to the PharmaNet Data Quality Services Team at 250 953-0486

HLTH 5550   2017/03/17

This form contains confidential information intended only for PharmaNet Data Quality Services. Any other distribution, copying or disclosure is strictly prohibited. If you have received this fax in error,  
please write “MISDIRECTED” across the front of the form and fax to 1 250 953-0486, then destroy the pages received in error.

Personal information on this form is collected, used and disclosed  under the authority of, and in accordance with, the British Columbia Pharmaceutical Services Act and Freedom of Information and 
Protection of Privacy Act. It will not be disclosed to any persons without the patient’s consent. If you have any questions about the collection or use of this information, call Health Insurance BC from 
Vancouver at 1-604-683-7151 or from elsewhere in B.C. toll free at 1-800-663-7100 and ask to have your call forwarded to a member of the PharmaNet Data Quality Services team.
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