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Instructions: 

a) Kindly complete the form and return original to the above address along with current certified copies 

of the documents listed on page three (3):  

b) All sections must be completed and the relevant supporting documents submitted for the 

application to be considered. 

Tick the appropriate box:                           NHF Card                                          JADEP   

 

PHARMACY INFORMATION 
 

1). Name of Pharmacy: _____________________________________________________________________ 

 

2). TRN (business): _______________________________________________ (copy required upon request)      

 

3). Pharmacy Licence Number: ________________   4). Date of Issue: _____________________________ 

 

5). Type of Pharmacy:                 Private: - Professional               Retail     

 

6). Address of Pharmacy (Street and Number): _________________________________________________ 

 

_________________________________________________________________________________________ 

 

7). Mailing Address (if different from above): ___________________________________________________ 

 

_________________________________________________________________________________________ 

 

8). Telephone Number(s): Office: ________________Cell: _________________ Fax: __________________ 

 

9). Email Address: ________________________ 10). Name of Software Provider: ____________________ 

 

11). Name of Registering Pharmacist__________________________________________________________ 

 

12). Pharmacist Registration #: ____________________________________________________________ 

  

12 (a). Employment history of Registering Pharmacist over the past two (2) yrs ______________________ 

 

_________________________________________________________________________________________ 
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OWNER/DIRECTOR(S) 

INFORMATION 

 
13). Name (s)                Tel. Number(s)            Occupation                 Place of  Email Address 

                                                                                                                 Employment 

________________       ______________         ________________ ________________        ____________ 

 

________________       _______________       ________________     ________________         ____________  

 

________________       _______________       ________________     ________________         ____________ 

 

________________       _______________       ________________     ________________         ____________ 

 

14. Are you currently an owner of another Pharmacy?        Yes                No 

 

14 (a). If yes, indicate name(s)________________________________________________________________ 

 

15. Have you previously owned a Pharmacy?    Yes            No       

 

15(a). If yes, indicate name(s) ________________________________________________________________ 

 

16). Are these Pharmacies currently an NHF Card or JADEP Card Provider?    Yes          No       

 

17). Are you a Provider for any other Insurance Carrier/Private Plans?   Yes            No   

 

17). (a) If yes, indicate name(s) _____________________________________________________________ 

 

18). Preferred method of Communication:    Email                   Mail                  

 

Name of Applicant                                                         Signature                     Position                     Date 

 

________________________________________      _____________          ____________         ________ 

(Please print name)             Company Stamp/Seal 

 

Referee (Attorney-at-Law, Minister of Religion, J.P, Notary Public, Superintendent of Police) 

 

Name of Referee                                                         Signature                     Position                     Date 

 

_______________________________________       _____________          ____________          ________ 

(Please print name)           Company Stamp/Seal 

 

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 

 
Scan for Privacy Notice 

https://www.nhf.org.jm/privacy
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CHECKLIST 

The following represents the requirements for submission. Items “a” – “j” are required for all applications and item “k” 

is required if not listed on the Companies office document 

a) Pharmacy Council Certificate of Registration of the Shop 

b) Pharmacy Council Certificate of Registration of the Registering Pharmacist 

c) Certificate of Business Registration Registrar of Companies (if applicable) 

d) Certificate of Incorporation and Articles of Incorporation (if applicable) 

e) F23 Notice of Appointment of/change of Directors (if applicable) 

f) Government-issued identification for all owners 

g) Letter indicating date of commencement and hours of operation 

h) Letter authorising the NHF to share information with a named third party to be accompanied by a certified 

government-issued identification. This letter should include the email address and contact number for the 

authorised personnel. 

i) Police Records for all owners (Not required for existing Providers on the NHF Programme) 

j) Character Reference for all owners from one of the following persons (Attorney-at-Law, Minister of Religion, 

Notary Public, Justice of the Peace, Superintendent of Police, or higher rank) 

k) A copy of TRN (if not listed on the Companies office document) 

NB: The review process takes up to ten (10) business days once the completed application and all relevant documents 

are submitted to the National Health Fund. 
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