
MEDICAL INFORMATION REQUEST FORM 

2. Medical Inquiry

Please complete this form and send to Telix Medical Information within 24hrs of awareness 
to MedInfo@telixpharma.com or use the Submit Form button below. 

 

 

 

 

If reporting safety information or an adverse event, contact pharmacovigilance@telixpharma.com directly within 24 
hours of awareness 

Privacy and Transparency Statement: Telix, its affiliates and its authorized service providers are committed to ensuring protection of your personal 
information in accordance with all applicable privacy laws worldwide, including the Australian Privacy Act, the US Health Insurance Portability and 
Accountability Act and the EU General Data Protection Regulation. Your personal information will be used, stored and disclosed on a need-to-
know basis for the purpose of responding to your request, for patient safety reporting to regulatory authorities and for related legal, compliance and 
records-keeping purposes (including disclosure of the value of educational items provided in response to your request as required by applicable laws, 
regulations or self-regulatory codes). If you require further information about Telix’s privacy practices, then please review the Telix Global 
Privacy Policy available on our website at www.telixpharma.com or contact privacy@telixpharma.com. 

FRM-0237– 00 – Medical Information Request Form (MIRF)

Name & 
credentials of HCP 

HCP Type
Specify Other 

Institution Name Contact Email 

Address (Street, 
city, state, zip/post 
code, country  

Contact 
number (with 
area code) 

Please provide detailed information regarding the inquiry 

Request is not valid without HCP’s signature.  If signature cannot be obtained, ensure HCP is in cc’ of email sent to 
MedInfo.  Your signature confirms that your question was not prompted or solicited by anyone at Telix 
Pharmaceuticals and that the wording above accurately states your question.  If signature could not be obtained, 
ensure HCP is in cc’ when emailing MIR Form to MedInfo@telixpharma.com  

HCP Name (print) Signature Date (dd-mmm-yy) 

Telix Representative Name (print) Signature Date (dd-mmm-yy) 

1. Contact Information

3. Signature

SUBMIT FORM 
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