
PATIENT CONSENT AND PRIVACY NOTE FORM
Acino Pharma (Pty) Ltd incorporating the Litha Pharma Group (“Acino”) continually searches for innovative ways to obtain and provide 
unsurpassed support to patients and Healthcare Professionals. As part of this continued innovation, Acino has engaged Nurse Educators and 
Administrators to assist patients and Healthcare Professionals by liaising with your Medical Aid and/or a courier pharmacy or clinic on your behalf 
to ensure you receive and take your prescribed medication timeously for optimal treatment bene�ts.  This is in scope of the Acino Patient Support 
Programme including Product Reimbursement Assistance (“Programme”).

To assist you in deciding whether to participate in the Programme or not, please take your time and carefully read the contents of this Consent 
Form below, together with the linked Privacy Note on the Processing of Personal Information and if you are in agreement, then please complete 
and 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 Programme, upon signing this Consent Form. Acino will not use nor process your personal information unless you have voluntarily 
and freely signed this Consent Form. 

UNDERTAKING BY ACINO
Acino warrants and undertakes that it has the skill to conduct the Programme for the bene�t of ensuring optimal treatment for the patient and will, 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 such information only for the Purpose in this Consent.

Name: __________________________________________________                                         Date: ___________________________________ 

Signature:  _______________________________________________      

I, ____________________________ (“Patient”) or where the Patient is a minor or mentally incapacitated, the Patient’s lawful guardian, hereby 
voluntarily consent to the disclosure of my Personal Information by Dr/Prof  ________________________________ (“HCP”) to Acino for the sole 
purpose of my participation in the Programme (“Purpose”).

For the purpose of this Consent, Personal Information (including Special Personal Information) shall mean the Patient’s name and surname, 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 and any other health-related information that is necessary for the scope of the Programme and re�ected in this Consent.

I con�rm that I have been provided with and understand the Privacy Note which provides a more complete description on the use, processing and 
disclosure of my Personal Information. 

Having read this Consent Form and the attached Privacy Note and understanding that I can contact medinfo_za@acino.swiss should I need further 
clarity on or wish to withdraw this consent, including my participation in the Programme, at any time, I, accordingly, hereby freely and voluntarily give 
my consent to participate in the Programme and for Acino to process my Personal Information for the Purpose as described above. 

Patient’s/ Guardian’s Signature: _________________________________________                                Date: ___________________________________

QR Code to Privacy Note: 
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