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PATIENT CONSENT AND PRIVACY NOTE FORM

Acino Pharma (Pty) Ltd (“Acino”) continually searches for innovative ways to provide unsurpassed support to patients and Healthcare Professionals. As part of 
this continued innovation, Acino has engaged Nurse Educators and an Administrator to assist patients and Healthcare Professionals by liaising with Medical Aid 
on their behalf (“Services”). 
In the light of the above, please indicate whether or not you would like to receive the service by ticking the appropriate box below:

YES to the Service: NO to the Service:

If yes, please read and complete the Consent Form below, together with the attached a Privacy Note on the Processing of Personal Information, marked 
Annexure “A” (“Privacy Note”) and then sign the Consent Form below. This Privacy Note describes how Acino collects and uses your personal information which 
you may provide to Acino for the Service, upon signing this Consent Form. Therefore, please take your time to read all the following information carefully, and, 
if you agree, then please sign this Consent Form. Acino will not use nor process your personal information unless you have voluntarily and freely signed this 
Consent Form.

CONSENT AGREEMENT

HEALTHCARE PROFESSIONAL’S CONSENT

I, Dr_________________________________________Practice No ___________________________Hereby, in accordance with the Patient’s consent above, consent 

to Acino utilising the Patient‘s Con!dential/Personal Information for the Purpose.

Healthcare Professional’s Signature: Date: 

Doctor’s Contact Number: 

NURSE EDUCATOR DETAILS

Nurse Educator Name: Signature: 

Phone:  Fax:

Mobile:  Email: 

UNDERTAKING BY ACINO

Acino warrants and undertakes that it has the skill to provide the Services and that Acino shall at all times use its best endeavours to use, process and keep the 
Patient’s Con!dential/Personal Information con!dential in accordance with the provisions of the Protection of Personal Information Act No.4 of 2013 and shall 
use/process same only for the Purpose in this Consent.

Nurse Educator’s Name: Date: 

Signature: 

PATIENT CONSENT

I, __________________________________________ (“Patient”) or where the Patient is a minor, the Patient’s lawful guardian, ID No. ________________________, 
hereby voluntarily consent to the disclosure of my Personal Information by Dr ____________________ (“HCP”) to Acino’s Medical A"airs Personnel, Nurse Educator, 
agents, contractors, and /or representatives (“Acino”), for the sole purpose of Acino providing the Service to me (“Purpose”). 

For the purpose of this Consent, Con!dential/Personal Information shall mean, but not limited to, the Patient’s name, Identity Number, Age, Gender, Contact details, 
Address, Physical or Mental health, well-being, disability, Clinical information and the Patient’s medical record relating to the disease.

I understand and have been provided with a Privacy Note which provides a more complete description on the use, processing and disclosure of my Personal 
Information. I understand that I have the right to review the said explanatory note prior to signing this consent. I understand that I have the right to object to the use 
of my Personal Information for purposes other than as explained and stated in this Consent Form. I understand that I have the right to request restrictions as to how 
my Personal Information may be used or disclosed to carry out treatment, payment, or healthcare operations and that Acino is not required to agree to the 
restrictions requested. I understand that I may revoke this consent at any time, without any consequences to me.

I have read this Consent Form and the attached Privacy Note, both of whose contents have been explained to me. I have been given the opportunity to ask questions 
and my questions have been adequately answered. If I have additional questions, I have been told whom to contact. I hereby freely and voluntarily agree to being 
provided with the Service and for the Purpose as described above and will receive a copy of this Consent Form.

Patient’s/ Guardian’s Signature: Date: 

Patient’s Contact Number: Next of Kin’s Contact Number: 
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