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NHF DRUG APPLICATION FORM 

PROPRIETARY NAME OF DRUG:  _____________________________________________________  

ACTIVE PHARMACEUTICAL INGREDIENT: ___________________________________________ 

STRENGTH(S):  _______________________________________________________________________ 

DOSAGE FORM:  _____________________________________________________________________ 

PACKAGE SIZE:  ______________________________________________________________________ 

DRUG CLASSIFICATION:  _____________________________________________________________ 

MANUFACTURER:  ____________________________________________________________________ 

DISTRIBUTOR: ________________________________________________________________________ 

DISTRIBUTOR’S PRICE: ________________________________________________________________ 

CATEGORY OF PHARMACEUTICAL:         □   Innovator Drug                      □   Generic Drug 

COUNTRY OF ORIGIN: ___________________________________ 

ARE OTHER BRANDS OF THE SAME ACTIVE INGREDIENT BEING SOLD IN JAMAICA?  □ Yes   □No  

IS THE PHARMACEUTICAL CURRENTLY BEING SOLD IN JAMAICA?                      □ Yes   □No 

IF YES, INDICATE COMMENCEMENT DATE OF SALES IN JAMAICA: (MONTH/YEAR)  ______/_______ 

ARE STOCKS CURRENTLY AVAILABLE FROM THE DISTRIBUTOR FOR SALE IN JAMAICA?   □Yes   □ No                                                                                                                                                                                       

HAS THE PHARMACEUTICAL BEEN ASSIGNED A NATIONAL DRUG CODE?                                □Yes □Uncertain   □No  

IF YES, WHEN (MONTH/YEAR)                               _______/______  

HAS THERE BEEN A PREVIOUS APPLICATION FOR THIS PRODUCT?                                     □Yes    □No 

IF YES, WHEN (MONTH/YEAR)                              ______/_______  

IS THIS REPLACING A PRODUCT CURRENTLY ON THE NHFCARD PROGRAMME?                     □ Yes      □No 

IF YES, INDICATE: 

▪ PRODUCT NAME/DOSAGE FORM/STRENGTH/PACK SIZE: ___________________________________________________ 

▪ EXPIRY DATE OF THE LAST BATCH OF STOCK SOLD.   (MONTH/YEAR)  ______/_______     

IS THIS A CHANGE/ADDITION TO A DRUG CURRENTLY ON THE NHFCARD PROGRAMME?  □Yes   □No 

IF YES, KINDLY TICK THE APPROPRIATE CHANGE(S)/ADDITON(S): 

  ⃝  NAME  ⃝   STRENGTH      ⃝   PACK SIZE      ⃝ PRESENTATION      ⃝ PRODUCT DESCRIPTION 

 INDICATIONS 

□ ARTHRITIS   □ ASTHMA   □ ADHD □ BLADDER CANCER   □ BPH   □ BREAST CANCER   □ CERVICAL CANCER   

□ COLORECTAL CANCER   □ COPD   □ DM   □ EPILEPSY   □ GLAUCOMA   □ HEART FAILURE   □ HIGH CHOLESTEROL  

 □ HTN   □ IBD   □ IHD   □ LUNG CANCER   □ LUPUS   □ MAJOR DEPRESSION    □ MULTIPLE MYELOMA   

□ PARKINSON’S DISEASE   □ PROSTATE CANCER   □ PSYCHOSIS   □ RHD □   SICKLE CELL DISEASE    

□ THYROID DISEASE   □ VASCULAR DISEASE    

IS THERE A SPECIFIC TARGET POPULATION WITHIN THIS INDICATION?   □ Yes      □No 

IF YES, WHAT AREA?  ___________________________________________________ 

MAIN SIDE EFFECTS:  _________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

CONTRAINDICATIONS & PRECAUTIONS: _____________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

NAME OF PHARMACEUTICAL COMPANY: ____________________________________________________________  

NAME OF APPLICANT: _______________________________________________________________________________                                                                           

POSITION: ___________________________________________________________________________________________ 

EMAIL ADDRESS: ____________________________________ TELEPHONE NUMBER: ________________________ 

SIGNATURE OF APPLICANT: __________________________DATE OF APPLICATION: ____________________       

FOR OFFICE USE ONLY 

DATE: _______________        ⃝ APPROVAL       ⃝ NON – APPROVAL         ⃝ BOARD OF MANAGEMENT       ⃝ SNR. MANAGEMENT 

DATE OF ADDITION TO THE NHF DRUG LIST: _____________________________________________   

APPROVED DRUG SUBSIDY/SUBSIDIES_______________________________________________________________ 

DATE ON WHICH THE APPLICANT WAS NOTIFIED: __________________________________________________  

SIGNATURE: ____________________________________________________   DATE:___________________________ 

“Protecting your personal data is important to us. We process your personal data in accordance with our Privacy Notice as is required under the 
Data Protection Act. The full NHF Privacy Notice is available on the National Health Fund website at https://www.nhf.org.jm/privacy  
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