
Form for Notification of Pharmacy/Appliance Contractor Amendments
Submitted by:                   PCT Agency                                           Agency Name……………………………………

Pharmacy                      Appliance Contractor    PCT Code………………….      PCT Name……………….……………….………

PCT select as appropriate Addition/Amendment Deletion /Previous/ Relocation From Forwarding Address(Deletion only)/Relocation To

OCS code Allocated by PPA

Owner 

Trading Name 

Address

Postcode

Telephone Number

Payment for additional professional services     Yes                              No

Start date/End date Date effective from

 PCT Signature…….….….…..……….………….… Name……….….….……….………….…… Position……………………………. Contact number……………………………

OCS code

PCT Code 

MDR input (date & initial)

CPS input (date & initial)

CPS verification (date & initial)

Date letter to PCT……………………………. Date copy sent to…………………………… CPS/PSNC/Division……………………….. Banking Details Received………………….

FOR PPA USE ONLY
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