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	 € 16,00 revenue stamp 

	REFUND APPLICATION
To Accounting and Budgeting Office
       Via del Tritone, 181 – 00187 Roma

To the Ministry of Health
       Through the Italian Medicines Agency



	1. APPLICANT
	Self-certification (art.46 DPR 28 December 2000, n.445)
	                                                              LEGAL REPRESENTATIVE         Tax Code (mandatory)  

Last name                                                                                                         First name
Place of birth                                                                                           Province       Date of birth                                                         Gender (tick the box)
M

F

                                                                                                                            Tax code (mandatory)  
PHARMACEUTICAL COMPANY
(Please also fill in the previous box relating to the legal representative)

Description or company name                                                                                                                                                                          SIS Code
Registered office (of the company or the firm being represented)                                                Province      Postal code           Telephone
Address 

Email addresses
Applicant agrees to promptly notify any change of the abovementioned data


	2. SUBJECT OF THE APPICAITON
	Self-certification (art.47 DPR 28 December 2000, n.445)
	Applicant submits a refund application for a total of Euro
                   ,           for the following reasons:
PAYMENT DETAILS
AMOUNT DUE TO

AIFA

PAYMENT DETAILS No.                                                    
POL:                                   DOCUMENT CODE: 
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

AMOUNT DUE TO MINISTRY OF HEALTH
PAYMENT DETAILS No.                                                    

POL:                                   DOCUMENT CODE:
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

If the refund application relates to more than one payment, please fill in the additional form/s
REASONS FOR APPLICATION
AMOUNT  DUE TO 

AIFA

REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:       

AMOUNT DUE TO MINISTRY OF HEALTH
REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:       

Please attach the original or certified copy of the abovementioned payments



Applicant requests that the refund, if due and for the corresponding amount, be made by:
	Bank transfer on current bank account or Bancoposta                                                  
IBAN

Country
CIN EUR

CIN

ABI

CAB

Account No.
Code BIC SWIFT:                                              

Other
Please specify



The undersigned declares that s/he is aware of the criminal penalties in case of false declarations provided for by articles 28 and 76 of the Presidential Decree 28 December 2000, no. 445,  and also of forfeiture of benefits produced by measures issued on the basis of untrue statements in compliance with art.75 of the Presidential Decree 28 December 2000, no.445.

S/he also authorises the processing of information hereby provided for the purposes of preliminary procedure and necessary checks, pursuant to Legislative Decree 30 June 2003, no.196.
	Date    


	
	Signature


Please always attach a signed copy of a valid identity document of the applicant.

It should be noted that pursuant to Article 5, paragraph 3, of the Decree of the Ministry of Health of 6 December 2016, AIFA retains for each POL, due to reintegration of the administrative costs for the activities carried out, a share equal to 10% of the amount paid, up to a maximum of € 500.00.

	ADDITION POINT 2. SUBJECT OF APPLICATION
	Self-declaration (art.47 DPR 28 December 2000, no.445)
	PAYMENT DETAILS
AMOUNT DUE TO 

AIFA

PAYMENT DETAILS No.                                                    

POL:                                   DOCUMENT CODE:
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

AMOUNT DUE TO MINISTRY OF HEALTH
PAYMENT DETAILS No.                                                    

POL:                                   DOCUMENT CODE
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

REASONS FOR APPLICATION
AMOUNT DUE TO
AIFA

REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:       

AMOUNT DUE TO MINISTRY OF HEALTH
REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:              

Please attach the original or certified copy of the abovementioned payments



	
	Self-declaration (art.47 DPR 28 December 2000, no.445)
	PAYMENT DETAILS
AMOUNT DUE TO 

AIFA

PAYMENT DETAILS No.                                                    

POL:                                   DOCUMENT CODE:
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

AMOUNT DUE TO MINISTRY OF HEALTH
PAYMENT DETAILS No.                                                    

POL:                                   DOCUMENT CODE:
DATE OF PAYMENT
AMOUNT PAID
REASON:

D
D
M

M

Y
Y
EURO                             ,

REASONS FOR APPLICARTION
AMOUNT DUE TO 

AIFA

REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:       

AMOUNT DUE TO MINISTRY OF HEALTH
REFUND OF EURO           ,       IS REQUESTED FOR THE FOLLOWING REASONS:
Please attach the original or certified copy of the abovementioned payments
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