Cipla

POMALIDOMIDE CIPLA PRESCRIPTION AUTHORISATION
FORM

A newly completed Prescription Authorisation Form must accompany every POMALIDOMIDE CIPLA
prescription. For females of childbearing potential, this form, along with a confirmed negative pregnancy
test (no older than 7 days), must be sent to the pharmacy for completion of the order.

Patient Details

National ID/Passport Number:
(Used as unique patient identifier)

Patient Name:
Date of Birth:
Risk Category of Patient (tick one): (Refer to Healthcare Professional Information Brochure for criteria)

Female Patient Of Childbearing Potential Female Patient Not Of Childbearing Potential Male Patient
Strength (tick one):

1mg 2mg 3mg 4 mg

For Female Patients Of Childbearing Potential

The patient has been counselled about the teratogenic potential of POMALIDOMIDE CIPLA treatment and understands the
needto avoid pregnancy.

The patient agrees to not share this medicine nor donate blood while taking POMALIDOMIDE CIPLA.

The patient has been using two effective methods of pregnancy prevention for at least 4 weeks or confirmed absolute and
continuous sexual abstinence.

Last pregnancy test date: Last pregnancy test result negative?

Proof of negative pregnancy test (blood test) attached.

For Female Patients Not Of Childbearing Potential

The patient has been counselled about the teratogenic potential of POMALIDOMIDE CIPLA treatment and agrees to not share
this medicine nor donate blood while taking POMALIDOMIDE CIPLA.

For Male Patients

The patient has been counselled about the teratogenic potential of POMALIDOMIDE CIPLA treatment. He agrees to not share
this medicine nor donate blood or sperm while taking POMALIDOMIDE CIPLA.

The patient understands the importance of using a condom if involved in sexual activity with a female of childbearing potential
who is not using effective contraception, or a pregnant female.

Prescriber Declaration

I have read and understood the Cipla Risk Management Support Programme Healthcare Professional Brochure and confirm that the patient has been
counselled accordingly and has signed a POMALIDOMIDE CIPLA Treatment Initiation Form.

Prescriber Name Date: Signature

Pharmacy Declaration
Note to pharmacist: The date of the prescription and the Prescription Authorisation Form must match. Do not dispense to female patients of childbearing
potential unless the pregnancy test is negative and was done within the last 7 days.

I have read and understood the Cipla Risk Management Support Programme Healthcare Professional Information Brochure and I confirm that the
POMALIDOMIDE CIPLA Prescription Authorisation Form has been completed correctly. I will dispense no more than a 4-week supply to females of
childbearing potential and a 12-week supply to males and females not of childbearing potential.

Date of confirmed negative pregnancy test:

Strength Quantity: Strength Quantity: Strength Quantity: Strength Quantity:
1 mg 2mg 3 mg 4 mg
Pharmacy Name: Pharmacist Name:
Date: Signature

Approved by SAPHRA: Feb 2026 Version 01/POM/004/02.26 (SA)



[S4/ Reg. No. 56/32/0540, 56/32/0541, 56/32/0542, 56/32/0543 Pomalidomide Cipla 1/ 2/ 3 / 4 mg. Each hard gelatin capsule contains 1 mg; 2 mg; 3 mg; 4 mg of Pomalidomide.For full
prescribing information, refer to the Professional Information approved by the medicines regulatory authority.
CIPLA MEDPRO (PTY) LTD. Co. Reg. No. 1995/004182/07. Building 9, Parc du Cap, Mispel Street, Bellville, 7530, RSA. Website: www.cipla.co.za Customer Care: 080 222 6662. [587832454a]

Approved by SAPHRA: Feb 2026 Version 01/POM/004/02.26 (SA)


http://www.cipla.co.za/

	Prescriber Name Date: DD/MM/YYYY Signature
	Date: DD/MM/YYYY Signature

