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Pharmaceutical Representative Request for Medication Sampling 

3/2009 

 

Medication: ________________________________________________________ 

 

Pharmaceutical Company: _____________________________________________ 

 

Contact Information: (or attach business card) _____________________________ 

 

__________________________________________________________________ 

 

Date: _________________________________ 

 

Please state the reason(s) we should consider adding this medication to our sample list. 

(you may also attach additional information to this form) 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

Our Quality Leadership Committee meets on a monthly basis to review these requests.  

We will contact you as to their decision. 

 

Approved for sampling _____  Not approved for sampling _____ 

 

 

Date:  _____________  Medical Director (signature) __________________________ 


