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Pharmacy Remuneration for Dispensing 

4. Should Government funding take into account the business model of the pharmacy when determining

remuneration, recognising that some businesses receive significant revenue from retail activities?

No. 

Funding of pharmacy remuneration for dispensing should be based on a combination of the cost of supply and 

the provision of appropriate information to the patient. This should be independent of the business model of 

the pharmacy. 

15. Is the ’swings and roundabouts’ approach to remunerating pharmacists for dispensing appropriate? Does it lead to

undesirable incentives?

Remuneration should reflect, as closely as possible, the cost and value of the service(s) provided. Inherently there 

will be different requirements depending on a host of factors including, but not limited to, patient needs, acute 

versus chronic medications, duration of therapy, complexity of the individual therapy and possible side effects or 

toxicity of the medication(s). Having said that taking account of all contingencies is likely to lead to an 

unnecessarily complicated payment mechanism that may, indeed, lead to undesirable outcomes such as increased 

compliance costs for both community pharmacy and the Commonwealth.  

Many researchers and commentators have noted that medication compliance and adherence remain issues in the 

delivery of effective drug therapy. Introducing a financial incentive to encourage consumers and health care 

workers to optimize drug therapy through auditable compliance and adherence initiatives is likely to reduce overall, 

long term, health costs. 

16. Should dispensing fee remuneration more closely reflect the level of effort in each individual encounter through

having tiered rates according to the complexity of the encounter? For example, should dispensing fees paid to

pharmacists differ between initial and repeat scripts?

See response to question 15. 

17. Are the current fees and charges associated with the dispensing of medicine appropriate? In particular, do they

provide appropriate remuneration for community pharmacists? Do they provide appropriate incentives for

community pharmacists to provide the professional services, such as the provision of medicine advice, associated

with dispensing?

Notwithstanding comments made at questions 4 and 15 in broad terms CURRENT fees for dispensing combined 

with terms available from generic suppliers is adequate. Clearly the impact of SPD will erode the latter, potentially 

leading to the fees paid to community pharmacy by the Commonwealth being less than the cost of providing the 

service.  It should be noted that the supply of very high priced items on the PBS (such as Hepatitis C treatments) 

is likely to be creating losses in community pharmacy due to the low percentage margin and risks associated with 

cash flow and possible stock losses. (This issue is also addressed in question 22) 
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18. Currently community pharmacists have discretion over some charges. For subsidised PBS prescriptions, should 

community pharmacists be able to charge consumers above the ‘dispensed price’ for a medicine in some 

circumstances? Should community pharmacists be allowed to discount medicines in some circumstances? If so 

what limits should apply to pharmacist pricing discretion? If not, why not? 

 

See responses to questions 4 and 15. The Commonwealth has a responsibility to ensure equity of access to 

appropriate drug therapies for Australian patients. The cost of supply and the value delivered to the patient does 

not vary according to the patient’s status. (general beneficiary, concession card holder) Nor does it vary 

depending on whether the item is subsidised or not. As such the dispensed price for any PBS medication should 

not vary. 

 

 
19. Is the RPMA the best way to encourage pharmacies in locations where they would not otherwise be viable? Is 

community need a more appropriate measure than geographical location? 

 

No response provided. 

 
 

20. Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of electronic 

prescribing and dispensing? 

 

We note that there is no price trigger to encourage community pharmacy to utilize this system. The limited 

uptake by prescribers and the unreliability of the system more that accounts for any dispensing efficiencies.  

 

Consequently uptake of electronic dispensing varies substantially between the stores in the Capital Chemist 

group. This is due to a range of factors including the rate of electronic prescribing in the catchment area and 

the processes in place in each store. A fully integrated eHealth platform where prescriptions, records and 

pathology results could be shared with the patient’s consent across selected health care providers will deliver 

improved outcomes and reduced costs for all payers. 

 
 

21. Is the Premium Free Dispensing Incentive achieving its intended purpose of increasing the uptake of generic 

medicines? Are there better ways to achieve this? 

 

Yes.  

This incentive has the effect of encouraging pharmacists to use generics which, in turn, contributes to savings for 

the Commonwealth and for the consumer due to SPD. Note that this incentive is becoming more relevant as 

generic discounts diminish and, in some cases disappear. 

 

 

 

 

 

 

 

 



22. Should the timeframes for payment settlements for very high cost medicines be lengthened throughout the supply 

chain and mandated by Government? 

 

The supply of very high priced items (such as the recently listed Hepatitis C treatments) has had a marked impact 

on Capital Chemist stores. Stores have universally offered to supply patients with these medications leading to 

significant impacts on cash flow. Whilst some initial teething problems have been addressed this remains a 

difficult management issue for community pharmacy. One possible solution would be for the Commonwealth to 

enter into agreements with the suppliers of these very high priced items whereby community pharmacy is offered 

extended payment terms for selected listed drugs. 

 
 

23. Are there better ways of achieving patient access to very high cost medicines through community pharmacy that 

reduce the financial risks to the supply chain and facilitate consumer choice? 

 

See question 22 

 

 
24. Given that very high cost drugs are likely to become more common on the PBS, should this remuneration 

structure for hospitals change to more closely reflect the remuneration structure of community pharmacy? 

 

Experience in Capital Chemist stores in the ACT indicates that patients have sought supply through the hospital 

system. We understand that the majority of Hepatitis C treatments have been supplied in the hospital setting. This 

may be due to prescribing habits, patient preference or may be related to the differential payment for supply 

arrangements between the community and hospital settings. In our view patient access and choice is paramount 

and, as such, any differential payment for supply should be removed.  

 

We note that the experience in Capital Chemist stores in Tasmania is the same. Please refer to submission from 

Mr. Martin Quinn, Capital Chemist Kings Meadows, Tasmania. 

 

 
25. As medicine specialists, what are the professional programs and services that pharmacists should or could be 

providing to consumers in order to best serve the consumers? 

 

Whilst we believe that very detailed responses to this question will be provided by others we offer the following 

list of professional programmes and services that may be efficiently delivered to Australians through community 

pharmacy. 

 

Medication management services, such as MedsCheck, staged supply, dose administration aids, HMRs 

Disease state monitoring (e.g. HbA1c tests for type 2 diabetes e.g. lipid profile monitoring e.g. INR levels) 

Screening and risk assessment services for diabetes, cardiovascular disease 

Immunisation programmes 

Minor ailment services such as acute wound management 

Compression garment fitting and supply – compression hose, lymphedema garments 

Emergency contraception 

Opioid replacement therapies 

Pain management programmes 

Smoking cessation 

Sleep apnoea 



26. Should there be limitations on some of the retail products that community pharmacies are allowed to sell? For 
instance, is it confusing for patients if non-evidence based therapies are sold alongside prescription medicines? 
 
It is the responsibility of community pharmacy to provide appropriate advice and products for sale based on 
evidence from reliable sources. For example it is not appropriate for community pharmacy to recommend or sell 
homeopathic remedies as there is no clinical basis for the claims made regarding their efficacy. We believe that 
the current regulations administered by the TGA (product registration) and the Pharmacy Board of Australia 
(registration of pharmacists) provide appropriate protection for Australian consumers.  We also note that 
patients have access to information from a large number of sources upon which they should be permitted to 
make decisions about the products and services that they access. In our opinion adding an additional layer of 
regulation, possibly administered through the ACPA, will not deliver any additional benefit or protection to 
patients. 
 
 

27. Would a community pharmacy that solely focused on dispensing provide an appropriate or better health 

environment for consumers than current community pharmacies? Would such a pharmacy be attractive to the 

public? Would such a pharmacy be viable? 

 

Patients should be able to access services and products beyond those available only on prescription in a timely 

and convenient manner. Community pharmacies will make decisions regarding what products and services they 

provide based on a range of factors including consumer demand. We believe that regulation of the range of 

products and services provided in community pharmacy is unlikely to create any benefit for patients.  

 

In addition many health conditions benefit from the synergistic combination of prescription and non-prescription 

medications, associated products, clinical advice and services. 

 

 
28. More generally, is there a need for new business models in pharmacy? If so, what would such a model look like 

and how would it lead to better health outcomes? 

 

Whilst constant improvement in the existing systems should be sought in our view there is no evidence to show 

that new, completely different business models, will deliver any benefit to the Australian population.  

 
 

29. Is it appropriate that the PBS links the remuneration for the provisions of professional advice to the sale of 

medicines? 

 

The provision of appropriate advice in relation to a medicine supplied under the PBS should remain linked to 

the supply of that medicine. An audit trail to ensure that advice is provided would go a long way towards 

ensuring that this advice is delivered consistently.  

 

 
30. Would it be preferable when a medicine is dispensed if advice given to consumers is remunerated separately; for 

example, through a MBS payment? Would this be likely to increase the value consumers place on this advice? 

 

In our view this would be unnecessary complicating the delivery of professional advice in relation to the supply of 

PBS medicines. We believe that the consumer has a right to be given the appropriate advice. Where such advice is 

funded by a third party we do not believe that the patient will place greater value on the advice based on the 

source of those funds. 



31. If an MBS payment for professional pharmacy advice was introduced, what level of service should be provided? 

Should the level of payment be linked to the complexity of particular medicines? Should it be linked to particular 

patient groups with higher health needs? 

 

See responses to questions 29 and 30 

 

 
32. What are appropriate ways for pharmacies to identify and supply the health services most needed by their local 

communities? 

 

Pharmacies can identify demand for particular services through a range of means including, but not limited to, 

consumer demand, demographic data available from a range of sources including the Australian Bureau of 

Statistics, “big” data providers, information extracted from dispense systems and loyalty programmes. 

 

 
33. Are pharmacy services accessible for all consumers under the current community pharmacy model? If not, how 

could pharmacy services be made more accessible? 

 

No. There are a number of services that are available through community pharmacy where there is no access to 

Commonwealth funding arrangements. For example the provision of an influenza vaccination service through 

community pharmacy is currently largely funded by the patient. By providing accredited pharmacists with access 

to this funding pool consumers would have better access and there are likely to be significant savings for the 

Commonwealth due to the lower cost structures in community pharmacy compared to other providers. Other 

examples exist as do opportunities to expand the role of community pharmacy in providing primary health 

services to patients. See question 25. 

 

 
34. How should government design the provision and remuneration of new programs that are offered through 

community pharmacy to ensure robust provision, value for taxpayers and appropriate supply for patients in need? 

For instance, should all patients be entitled to an annual HMR? Should HMRs be linked to a health event, such as 

following hospital discharge? Should they only occur following referral from a medical practitioner? 

 

Any such programmes should be designed with appropriate cost benefit analysis, comparison to current or 

alternative funding arrangements, appropriate audited outcome requirements and value for the patient and the 

payer. Professional services should be delivered through community pharmacy where it can be demonstrated that 

community pharmacy has the skills and capacity to do so, where patients want or are willing to access the service 

in this way and where the payer is getting the best value for their money.  

 

 

 

 

 

 

 

 

 



35. Are there non-medicine-related services that pharmacists can or should provide to consumers due to their 

expertise as pharmacists or for other reasons (e.g. consumer ease of access to community pharmacies)? If so, 

why are these services best provided by community pharmacy? 

 

Pharmacists are ideally placed to provide these services because they provide over 5500 access points for 

consumers across Australia and are often open longer hours and a greater number of days a week than other 

health professionals who may also offer these services. 

 

Having pharmacies as access points for these services could potentially reduce hospital emergency department 

presentations. 

 

As health professionals pharmacists are familiar with using technology and testing devices to assist with patient 

care. 

 

Pharmacists are trained to triage and refer as appropriate. 

 

 
36. Would any of these remuneration models be generalizable to other medicine services offered by pharmacies? Why 

or why not? 

 

The principles remain the same – whilst community pharmacy is very well placed to offer a range of services to 

Australians patient outcomes and cost benefit for the payer/provider must be demonstrated. 

 

 
37. Is cost a barrier to accessing worthwhile health services offered by pharmacy? 

 

Where services are offered at a cost to the patient there are some cases where the cost will present a barrier to 

some patients. It is interesting to note that where our stores have provided an influenza vaccination service a 

significant number of patients accessing and paying in full for the service were eligible to receive fully subsidised 

influenza vaccinations under the National Immunisation Programme. We also note that many patients accessing 

the service provided by our stores were in identified at risk groups and had never been vaccinated in the past. 

Further information and data on the influenza vaccination service provided through Capital Chemist stores in the 

past winter is available on request. 

 

 
38. If particular health services were deemed to be of clinical value and delivered good patient outcomes, what other 

mechanisms could allow these programs to be disseminated around the country to relevant communities and 

groups on an affordable basis? 

 

In cases where a cost benefit can be demonstrated paying for or subsidising the service fee will remove a barrier 

that exists for many patients. The third party payer could be commonwealth, state or local governments, private 

health funds or NGO’s. 

 

 

 

 



39. Should both direct consumer remuneration and government-based remuneration be applied for particular 

services or access arrangements? 

 

Shared payment arrangements using various levels of co-payment will work particularly well to provide access 

to disadvantaged patients. In many cases the relatively low cost of providing services through community 

pharmacy may allow for significant numbers of patients to pay in full for services. The Capital Chemist 

experience in providing influenza vaccinations supports this suggestion. Ease of access is highly valued by our 

patients. 

 
 

40. What pharmacy services should be fully or partially PBS funded and what is best left to market or jurisdiction 

demands? 

 

This question has been answered in previous responses.  

 
 

41. What does innovation look like in community pharmacy? Is there sufficient scope and reward for innovation 

embedded in the current remuneration model? How could this be achieved? 

 

The provision of funding under CPA’s will work well to foster innovation in community pharmacy. The funds 

allocated need to be accessed in a timely manner such that all stakeholders have the opportunity to put forward 

proposals, execute research and demonstrate, where possible, the value to the patient and to the payer. 

 
 

133.  It is the Panel’s understanding that the additional $20 payable for infusions compounded by TGA licensed 

compounders is remuneration for the cost of gaining and holding the TGA license. Should the PBS provide 

additional remuneration for compounders that meet TGA licensing requirements? 

 

In regard to questions 133 to 140 inclusive please refer to the response from Mr. Martin Quinn, Capital 

Chemist Kings Meadows, Tasmania. 

 

 
134. It is unclear to the Panel that there is any therapeutic difference between chemotherapy medicines provided by 

TGA licensed compounders and non-TGA licensed compounders. Is there any therapeutic difference, if so, what 

are they? If there are no therapeutic differences, should the payment of chemotherapy compounding be the same 

regardless of whether the provider is TGA licensed? If there are therapeutic differences, why should the 

Government continue to subsidise sub-optimal medicine? 

 

 
135. Are the two compounding fees ($60 for TGA licensed, $40 for non-TGA licensed) reflecting a supply 

guarantee? 

 

 
136. If it is appropriate to have differential payments for chemotherapy compounders, what is the best way for those 

payments to be made? What should form the basis of the difference of the payment? 

 

 



 
137. Are the levels of these fees sufficient to ensure long term viability of compounding services? 

 

 
138. Should non-TGA licensed public hospitals be allowed to provide chemotherapy compounding services to other 

public and private hospitals? 

 

 
139. Chemotherapy patients benefit from the ability of local chemotherapy manufacturing facilities to provide more 

timely medications to patients locally. These facilities generally do not hold a TGA license. Is there a need for 

additional standards for non-TGA licensed compounders? 

 

 
140. Are there other issues with the production and delivery of chemotherapy medicines which the Panel should be 

aware of? 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Regulation 

 

1. In your opinion, is the ratio of community pharmacies to population optimal? What data would you use to 

support this opinion? 

 

The number and distribution of community pharmacies in Australia is highly valued by consumers. The current 

arrangements under the PBS and in regard to ownership and location rules ensure that communities across 

Australia have equitable access to cutting edge drug technology, highly skilled health care professionals and a range 

of services that assist patients to prevent health issues arising and to optimize their management of health.  We 

understand that data supporting this will be provided by others responding to the discussion paper. 

 
2. If it is desirable for the ratio of community pharmacies to population to increase or decrease in some areas, what 

in your opinion is the best way to encourage this? 

 

  

3. In your opinion, should there be a maximum ratio of retail space to professional area within pharmacies to 

maintain the atmosphere of a health care setting for community pharmacies receiving remuneration for 

dispensing PBS medicines? 

 
The ratio of retail to professional space will not influence the patient experience or outcome. Large pharmacies 

are no less able to provide high quality professional services than smaller pharmacies. The size and amenity of 

the professional services area should continue to be regulated to ensure that patients have appropriate access and 

privacy.  

 

 
5. Is the CPA process consistent with the National Medicines Policy? Is it consistent with the long term sustainability 

and affordability of the PBS? Is it consistent with good government practice in terms of value for money (for both 

patients and taxpayers), clarity, transparency and sustainability? 

 

The PBS should be characterized as an investment in the health of Australians with demonstrable  short and long 

term savings for the overall health budget and improvements in patient outcomes that lead to a number of benefits 

to our community, not least improvements in productivity. 

 

The ongoing reform of PBS payments that have led to very significant savings for the commonwealth will improve 

the sustainability of this priceless investment in Australia. 

 
 

6. What would be a preferable approach? Why would this be preferable? 

 

 
7. Should the CPA be limited to dispensing and professional programs provided by community pharmacy only? If 

so, how can contestability and effectiveness be ensured in professional programs? If not, why not? 

 
We welcome contestability in the products, services and programmes that are delivered through community 

pharmacy. We should ensure that all suitable providers play on a level playing field. 

 



8. Is it appropriate that the Government continues to negotiate formal remuneration agreements with the Guild 

on behalf of, or to the exclusion of, other parties involved in the production, distribution and dispensing of 

medicines? If so, why? If not, why not, and which other parties should be involved? Is there currently an 

appropriate partnership with these other parties, including consumers? 

 

The Pharmacy Guild of Australia represents the majority of community pharmacies in Australia and enables 

the Commonwealth to have a single point of contact to negotiate the supply of products, services and 

programmes to Australians. 

 

 
9. Should the Government move away from a partnership arrangement? If so, what would take its place? For 

example, should the Government move to a more standard contracting or licensing approach with individual 

pharmacies or groups of pharmacies? How would such alternative arrangements be implemented? 

 

Only if it can be demonstrated that the quality of or access to products, services and programmes for Australians 

would be improved. 

 

 
10. Is the current system of dispensing of medicines in Australia, that focuses predominantly on community 

pharmacies operating as small businesses, the best way to achieve the objectives of the NMP? Should there be 

alternative approaches for the dispensing of PBS medicines beyond a community pharmacy, such as through 

hospitals or different pharmacy arrangements? If so, what could these alternative approaches look like? 

 

Only if it can be demonstrated that the quality of or access to products, services and programmes for Australians 

would be improved. 

 
 

11. Is the 6CPA achieving appropriate ’access to medicines’ as defined in the NMP? If so, why? If not, why not and 

how could access be improved? 

 

Yes. One only has to look at evidence from other countries to see the inequities that arise from other mechanisms 

of delivery. 

 

 
13. Is this requirement a significant impediment to online ordering and remote dispensing? If so, should this 

impediment be removed? In this scenario, what compensating arrangements would need to be implemented to 

ensure that there is appropriate oversight and control over dispensing and patient choice of pharmacy? 

 

The supply of medicines needs to be tied to appropriate advice from an appropriately qualified health care 

professional. Access to medicines via online sales from remote providers must include access to appropriate 

advice and support from a suitably qualified health care professional. 

 

 
14. To what degree is it appropriate that community pharmacies be protected from the normal operations of 

consumer choice and ‘protected’ in their business operations? Is such protection required to achieve the NMP 

objective of access to medicines? If so, why? If not, why not? 

 

Detailed, evidence based responses to this question will be provided by others. 



 
42. Would the removal of the location rules with the retention of the current state ownership rules for pharmacies 

increase or decrease access and affordability for pharmaceuticals to the public? 

 

In our opinion access and affordability would be diminished if location rules were removed.  Detailed, evidence 

based responses to this question will be provided by others. 

 
 

43. Would the removal of pharmacy location rules in urban areas with their retention in other areas, particularly rural 

and remote areas, increase or decrease access and affordability for pharmaceuticals to the public? Why and for 

what reasons? 

 

 
44. Would the removal of the location rules in urban areas with their retention in other areas, particularly rural and 

remote areas, discriminate against rural and regional consumers or benefit those consumers relative to consumers 

in urban areas? Why or why not? 

 

 
45. If the states and territories were to amend the ownership rules so that any party could own a pharmacy, subject to 

requirements for dispensing only by a qualified pharmacist, how would your response to the full or partial 

removal of pharmacy location rules change? 

 

The current location and ownership rules interact to ensure that all Australians have access to affordable 

products, services and programmes in a timely and convenient manner. This improves patient outcomes. 

 

 
46. Is the short distance relocation rule appropriate? Please provide examples to explain your reasoning. 

 

 
47. It has been suggested to the Review that this creates unintended consequences in locking pharmacies into specific 

shopping centres and transferring effective ownership of the pharmacy approval number to the shopping centre. 

Is this a reasonable assessment of the effect of the location rule regarding short distance relocation from a 

shopping centre? Should this rule be modified, and if so, why? If not, why not? 

 

 
48. A similar requirement exists with the same rule for relocation of pharmacies from within medical centres. 

Is this requirement for medical centres desirable or undesirable? 

 

 
49. It has been suggested to the Review that pharmacies should be allowed to enter new locations subject to the 

payment of an appropriate approval fee to Government to prevent excessive entry to the pharmacy market. Any 

pharmacy then having been competitively impacted by a new entrant, or who would prefer to exit the market, 

would be able to receive compensation for surrender of its own approval number. Would such an approach be 

desirable or undesirable? 

 
 



50. It has also been put to the Review that by limiting competition for existing pharmacies, the pharmacy location 

rules raise the profitability of some or all community pharmacies. Is this a reasonable expectation of the effect of 

pharmacy location rules? Please provide examples to explain your reasoning. 

 

 
51. Should an approved pharmacy operating in an area for which the pharmacy location rules preclude the operation 

of a second pharmacy be required to provide a minimum level of services in addition to the dispensing of PBS 

medicines? Should such pharmacies also be required to maintain minimum opening hours in addition to those 

typically offered by community pharmacy? 

 
Yes. Note that in cases where the provision of such services and the associated opening hours are not financially 

sustainable there may need to be financial support offered to the pharmacy. This could come from a range of 

sources including, but not limited to, governments, patients and NGO’s. 

 

 

52. The current pharmacy location rules do not preclude a pharmacist from operating more than one pharmacy 

within a particular area. To the extent that this may allow an approved pharmacist to restrict local competition by 

opening a second pharmacy in the same area, should the rules be amended to support choice and value for money 

for consumers? 

 
 

53. Recognising that restrictions on co-location of pharmacies and supermarkets exist under state and territory 

legislation, would the removal of this restriction from the pharmacy location rules be desirable or undesirable? 

 
Only if it can be demonstrated that patient access and outcomes will be improved by doing so. 

 
 

54. Could hospital pharmacies complement medicine dispensing and related services currently provided through 

community pharmacy or other public and private hospital pharmacies? 

 

Please refer to responses to questions 54 to 61 in the response provided by Mr. Martin Quinn, Capital 

Chemist Kings Meadows Tasmania. 

 

 
55. If pharmacies operating out of private hospitals were required to operate 24-hours a day, would this be beneficial 

for consumer access? Would it be viable or economical for private hospitals to provide this service? 

 

 
56. How might broadening the services provided by hospital pharmacies improve consumer access in rural and 

regional Australia? 

 

 
57. If hospital pharmacies were able to complement the services provided by community pharmacy, should all 

pharmacies be able to access similar purchasing arrangements? 

 



58. Should hospitals be able to open dispensing pharmacies in the community? Should hospitals be able to contract 

with specific community pharmacies? Under these arrangements, should community pharmacies be able to access 

medicines through hospital supply arrangements? 

 

 
59. Should hospital pharmacies be able to establish limited dispensing arrangements, either in-pharmacy or through a 

delivery or mail order service, to enable post-discharge services and continuity of care to patients in the 

community setting? 

 

 
60. Could dispensing arrangements by hospital pharmacies to patients be extended to the broader community to 

complement access to medicines through community pharmacy? 

 
 

61. What other opportunities are there for public and private hospital pharmacies in securing supply options for 

greater access to PBS subsidised medicines? 

 

 
62. Although s100 AHSs are able to fund the employment of a pharmacist from their primary health care budget, 

there are no specific funds to employ a pharmacist to conduct Quality Use of Medicines activities and manage the 

s100 program within the AHS. Do these arrangements impact on health outcomes? 

 

 
63. The s100 Support Program supports increased involvement of pharmacists in the supply of PBS medicines to 

AHSs. Is there further scope for pharmacists to be more involved without impacting on access to medicines? 

Should pharmacists be able to directly claim an MBS type payment for QUM activities conducted in AHSs? Could 

this be a trail program under the 6CPA? 

 
 

64. Could general improvements in remote dispensing improve the delivery of medicines in Aboriginal and Torres 

Strait Islander communities? 

 

 
65. Should the s100 RAAHS program be extended to include non-remote AHSs? Similarly should the CTG Co-

Payment measure and QUMAX programs be extended to include AHSs in remote areas? 

 

 
66. Should AHSs in all states and territories be able to operate a pharmacy business? 

 

 
67. How could appropriate QUM activities be provided in all remote areas at a comparable level of quality to those 

provided in non-remote services? 

 

 
68. Would it be desirable if remote s100 Aboriginal Health Services were also able to write CTG scripts? 

 

 



69. Could the arrangements for s100 and CTG co-payments be merged to allow Indigenous people who travel to 

access both s100 while they are at home and CTG co-payments when they travel? 

 
 

70. Should access to electronic patient health records be required for all health professionals treating Indigenous 

patients across all locations? 

 

 
71. Should hospitals be allowed to write CTG co-payment scripts for out-patients? 

 

 
72. Could there be more scope for tendering for the supply of medicines through AHSs? 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Wholesaling, Logistics and Distribution  
Arrangements 

 

73. Is the current approach to CPA negotiations, as adopted in the 6CPA, an appropriate way to meet wholesalers’ 

needs? If so, why? If not, why not? 

 
 

74. Are there alternatives to the current CSO rules that would enable wholesalers to improve the efficiencies of their 

services without detracting from the consumer experience and access? 

 

 
75. Pfizer supply direct and do not provide their medicines for supply through the CSO. Should all PBS medicines 

be available through the CSO, or is it appropriate for a manufacturer to only supply direct to the pharmacy? 

 
Providing manufacturers meet the minimum standards applied by the Commonwealth (purchaser) they should 

be able to distribute their products in whatever manner they see fit. 

 

Having said that we are yet to see any evidence that demonstrates that alternative models deliver the same level 

of consistency and patient access as does distribution through SCO wholesalers.  Please refer to response from 

Mr. Martin Quinn, Capital Chemist Kings Meadows which identifies shortcomings of the Pfizer distribution 

model that was introduced into the Australian market several years ago. 

 

 
76. Should s100 and RPBS items be included in normal wholesale arrangements and in the CSO? If so, why? If not, 

how do the current arrangements support consumer access to all PBS and RPBS items? 

 

All medicines supplied under the PBS should be available to Australians in a timely and affordable manner. The 

current arrangements through community pharmacies via the CSO wholesale distribution network appear to meet 

these criteria. 

 
 

77. Have recent changes to the CSO, such as the extension of the guaranteed supply period and introduction of 

minimum order quantities, had an impact on consumer access or choice? If so, what evidence is available to 

demonstrate this?  

 

Not in our experience.  

 
78. Currently not all areas are covered by the 24-hours CSO obligations (such as Christmas Island, Derby (WA) and 

Mission River (QLD)). Are these exceptions leading to detrimental outcomes for patients? If so, why? If not, why 

not? If so, should they be included in the 24-hour rule? If so, how is this logistically possible? If not, are there 

other areas of Australia that could be excluded from the 24-hour rule without adverse patient impact? 

 
 

79. Should CSO wholesalers have such discretion, or should they as part of the CSO arrangements be required to 

provide minimum terms and conditions for PBS items? 

 



80. In the 6CPA there was a change in the CSO requirements relating to 72-hour delivery for the 1000 highest 

volume medicines. Was this a desirable change? What impacts has this had and is there evidence available to 

demonstrate this? 

 
To date this change has had no impact on Capital Chemist stores or their patients. 

 

 
81. CSO wholesalers can require minimum ordering amounts for specific medicines. This is likely to reduce the cost 

to the wholesaler while increasing inventory costs and wastage for the pharmacy. Is this desirable or undesirable? 

Are there other parts of the wholesaling arrangements that create or encourage cost shifting that are undesirable 

for community pharmacy or consumers? 

 

Optimum access will be provided if there are no minimum order quantities imposed by distributors. We 

recognize that this may impose additional costs on the distributors. If the purchaser is required to provide this 

service they should be paid in such a way as to allow this to be done in a sustainable manner. 

 
 

82. Should there be requirements on wholesalers relating to minimum usage dates of stock? Would such requirements 

increase or decrease wastage in the system? Would this shift costs to community pharmacy and reduce the 

efficiency of the system? 

 

 
83. Does the current CSO arrangement lead to strategic variation in trading terms by wholesalers that is detrimental 

to some community pharmacies and patients. If so, how? How could the current system be modified to remove 

such undesirable strategic behaviours? 

 
Whilst this may have been the case in the past recent experience makes it clear that distributors margins are now 

so small that differential trading arrangements are likely to disappear in the near future. We have no evidence to 

indicate that the differential arrangements have had a detrimental effect on consumers. There is some anecdotal 

evidence to indicate that some community pharmacies may have suffered under historical inequities.  

 

 
84. Is a percentage mark-up paid by the pharmacist an appropriate way to compensate wholesalers? Would an 

alternative compensation arrangement be preferred? If so, please provide details of preferred arrangements. 

 

No. As cost of goods diminishes under the current PBS reforms the percentage margin will become (in many 

cases has already become) unprofitable. Distributors should be paid enough to cover costs and to make a profit. A 

fixed fee similar to the AHI that is in place under the 6CPA may be sustainable model. 

 

 
85. Could the Government provide either improved wholesale medicine delivery or equivalent wholesale medicine 

delivery at a lower cost to consumers and taxpayers by moving from a broad CSO system to an alternative 

system? 

 

 

 



86. Should the onus for the delivery of medicines to community pharmacy around Australia in a timely fashion (e.g. 

24-hours) be imposed on the manufactures as part of their listing requirements on the PBS? 

 
Timely access to medicines under the PBS is highly desirable. This should be achieved in the most efficient 

manner.  

 
87. Should the onus to negotiate the delivery of PBS medicines from manufacturers be placed on community 

pharmacies, either individually or as collectives? Would this be desirable or undesirable? 

 
88. Would an improved approach to wholesale medicine delivery involve the Government tendering delivery on a 

nation-wide basis to one or two wholesalers (with appropriate redundancies)? Should it be done on a national, 

state or local basis? Should tendering be limited to only Pharmacy Accessibility Remoteness Index of Australia 

(PhARIA) 2, 3 and 4 locations, with open competition in PhARIA 1 areas? 

 
89. The Review Panel notes that state and territory governments already tender for the supply of medicines to public 

hospitals, should the Commonwealth and state and territory governments work together for a single tendering 

model for relevant public hospitals and community pharmacy in the relevant state? If so, should it be for all 

medicines or specific medicines (e.g. biosimilar or generic medicines)? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Accountability and Regulation 

 

90. Are there any other regulatory arrangements that should be introduced to promote high standards of delivery and 

accountability amongst pharmacies, wholesalers, manufacturers and other entities receiving funding under the 

PBS? 

 
 

91. Are there any existing regulatory arrangements that are unnecessary or overly burdensome? 

 

 
92. What data is already available in pharmacy and other parts of the health system that could be used to inform the 

monitoring and assessment of standards of delivery and health outcomes? How might a patient’s existing My 

Health 

Record be used to support this? 
 
Data is available form a large number of sources that are already in place in community pharmacy. What is needed 
is a coordinated approach to collecting, analyzing and then using this date to benefit the patient and to increase 
efficiency of delivery of products, services and programmes. 
 
The large number of data sets that are collected from community pharmacy at present are not integrated and are 
therefore not being used in the most effective manner. 
 
GuildCare is a good example of a platform that is used by the majority of Australian pharmacies and which 
collects data on a range of services and programmes delivered through community pharmacy. 
 
In our opinion the My Health Record represents a unique opportunity to empower the patient and to improve 
communication and coordination between providers including hospitals, doctors, pharmacists and all allied health 
care providers. The value of My Health Record will be optimized by ensuring that all patients and providers use 
the platform as the “one stop shop” for the provision of health care to Australians. 

 

 
93. Is there a role for pharmacists to work with patients and other health professionals, possibly relating to individual 

medicines or specific conditions, to better create the data to analyse the health outcomes for that particular 

patient or group of patients, including through the use of a patient’s existing My Health Record? 

 

Yes! See response to question 92. Consistent data capture and integration of data platforms will be the key. 

 

 
94. If this data collection and analysis is desirable, would funding be needed from Government or from another 

source? If so, what would be the avenue for such funding? 

 

Funding will be needed to ensure integration and to allow for the capture of relevant data. Funding could be from 

governments, manufacturers, private health funds or others. The avenue for such funding would be determined 

through identifying where costs were incurred. 

 

 

 

 

 



95. Are consumers aware of what programs and general pharmacy services they are entitled to? Is there enough 

information available regarding the services for which they are eligible? 

 

The Capital Chemist group has found that many patients are unaware of the range of services that are offered 

through our stores. Whilst it should rest with the community pharmacy to decide what additional services they are 

willing and able to provide and to ensure that their patients know about these services there is a case to be made 

for government to invest in education of patients. Such investment would be made where governments could 

extract a financial dividend, for example improved health outcomes and reduced hospital costs, from promoting 

the service. 

 

 
96. If they are not receiving the relevant service, do consumers know the avenues for feedback or complaint? Are 

these feedback mechanisms adequate or should they be improved? If so, are there ways of using technology to 

provide better feedback? 

 

 
97. Is the ability for the consumer to choose their pharmacist, and change pharmacists if they are dissatisfied, the 

appropriate or best mechanism to provide feedback? 

 

 
98. Are there appropriate standards for the dispensing of medicines and delivery of services by community pharmacy? 

If so, are these standards being upheld? If not, how could the current standards be improved? 

 
Yes. Amongst other regulatory requirements pharmacist registration through the AHPRA, state government 

regulation of premises and professional standards created by the Pharmacy Guild of Australia, the Pharmaceutical 

Society of Australia and other professional organisations ensure that pharmacists and pharmacies are accountable 

for meeting appropriate minimum standards. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Consumer Experience 

 

12. Do current arrangements under the 6CPA lead to the appropriate creation and distribution of information relating 

to the use of medicines? If so, how and why? If not, why not and how could the distribution of this information 

be improved? 

 

 
99. What services should a consumer expect to receive from a community pharmacist who dispenses their medicines? 

Why should the consumer expect these services? 

 

Accurate and timely provision of prescribed medications. 

Appropriate information and advice regarding the use of that medication. 

 

The patient should expect these services for many reasons including that approved pharmacies are remunerated 

by the Commonwealth to do so. 

 

In addition patients should expect that community pharmacy provides additional products or services that will 

assist the patient to best manage their health. This integrated, “full service” approach will optimise health 

outcomes for patients. 

 

 
100. What are the minimum services that consumers expect (and should receive) at the time of dispensing? Do these 

differ between initial and repeat prescriptions? Are these services being provided by all pharmacies? 

 

See answer to question 99. 

 

Differentiating between original and subsequent supplies will diminish the incentive and opportunity for 

pharmacists to work with patients to ensure quality use of medicine. For example side effects of a medication may 

take several courses to develop and repeat supplies offer an opportunity to optimize adherence which is 

demonstrated to diminish after several supplies of many commonly used, chronic, lifesaving medications. 

 

 
101. What does ‘transparently cost effective’ mean for consumers in the context of remunerated pharmacy services?  

 

 

102. In your experience, are community pharmacies generally delivering these services? 

 

Yes. In addition Capital Chemist stores are developing a range of services and implementation strategies to 

encourage pharmacists to further improve outcomes for our patients. Recent professional services offering 

access to HbA1c testing for diabetics and to offer atrial fibrillation screening services are examples of our 

efforts to not only deliver the basic and expected services for patients but to find new and innovative ways of 

delivering improved primary health care services to our patients. 

 

 

 

 



103. Are there currently some programs that are viewed as additional to dispensing which should be included as part 

of the service provided by a pharmacist when a prescription medicine is dispensed (for example, a medicines 

check or review)? If so, how should pharmacists be remunerated for providing these services? Should such 

services be included each time a prescription is filled or should ‘initial’ and ‘repeat’ prescription dispensing 

involve different services? 

 

This question has been addressed in previous responses. 

 

 
104. Is there a variation in service standards between different pharmacy models? 

 

Whilst we are not in a position to comment on the number and quality of services provided in other pharmacy 

models we can say that Capital Chemist stores are constantly working to improve patient outcomes by offering a 

consistent “minimum standard” experience with a range of new and innovative products and services designed to 

assist our patients to achieve optimum health outcomes. 

 

 
105. Do community pharmacies that offer discount medicines provide lower levels of service? If so, what evidence is 

there available to support this?  

 

 

106. How do we measure the level of service provided by the pharmacy? 

 
Ultimately this should be measured by patient outcomes. Other measures of service delivery could include patient 
surveys, the number of accredited services offered by the pharmacy, the number of times each service is delivered 
and the number of accredited providers attached to each pharmacy. 

 

 
107. What do consumers expect from community pharmacy in relation to their medicines? 

 

 
108. Has the $1 discount had an impact on the access and affordability of PBS medicines? Has the introduction of the 

$1 discount been a successful implementation of policy? 

 

 Yes. Capital Chemist store staff engage with patients to ensure they are adopting the best strategy in relation to 

their particular circumstances. In some case patients are taking advantage of the $1 discount, in others they are 

choosing not to take the $1 discount. 

 

 
109. What examples can you provide of variation in prices for regular PBS prescriptions? 

 

 The greatest variation in PBS prescription pricing occur in the general beneficiary non-claimable (uG) 

prescription category.  Discount pharmacies commonly offer these items at lower prices that service model 

pharmacies such as Capital Chemist. Patients make decisions regarding where they purchase these 

medications based on their individual needs. 

 

 

 



110. How informed are consumers of the scope of medicines and related services that can be provided by pharmacists 

without referral to a General Practitioner? 

 

 Our experience tells us that community pharmacy needs to do more to inform patients of the services available 

through community pharmacy. As previously noted there may be savings for those who pay for or subsidise the 

cost of these services in participating in community education campaigns. For example a private health insurer 

may be able to reduce claims by assisting community pharmacy to inform their patients of a preventative health 

screening or programme. 

 

 
111. To what degree do current advertising restrictions limit the ability of pharmacies to promote medicines and related 

services available to consumers? 

 

 We believe that current advertising restrictions offer appropriate access and protection for patients. 

 

 
112. In your experience, do community pharmacists provide appropriate advice for schedule 2 and 3 medicines? 

 

 Capital Chemist stores provide appropriate advice for schedule 2 and schedule 3 medications.  The minimum 

standards for the supply of these medications are enshrined in the regulations in each state and territory.  

  

 

113. Are the current restrictions on the sale of schedule 2 and 3 medicines an appropriate balance between access and 

health and safety for consumers? If not, how could this balance be improved? 

 

 Yes. Current controls on the supply of these medications allow the patient and the pharmacist to ensure that 

medicines are used safely and to optimise patient health outcomes. 

 
 

114.  Is the sale of schedule 2 and 3 medicines an important contributor to the income of community pharmacies? 

 

Yes. In Capital Chemist stores the sale of these medicines makes an important contribution to income, operating 

profit and net profit. 

 

 
115. Does the availability and promotion of vitamins and complementary medicines in community pharmacies influence 

consumer buying habits? 

 

Yes. Our patients appreciate and rely on our pharmacists providing clear, evidence based information and advice 

about non-prescription medicines and over the counter products that may assist them to maintain and improve their 

health. It is interesting to note the anecdotal evidence that patients will often get advice from a service model 

community pharmacy and then purchase the appropriate products from a discount pharmacy. 

 

 

 

 

 



116. Should complementary products be available at a community pharmacy, or does this create a conflict of interest for 

pharmacists and undermine health care? 

 

Yes. Providing there is compelling evidence to support the efficacy of the product. A conflict of interest will only 

occur where the pharmacy recommends and/or sells products for which there is no evidence to support efficacy. 

 

 

117. Do consumers appreciate the convenience of having the availability of vitamins and complementary medicines in one 

location? Do consumers benefit from the advice (if any) provided by pharmacists when selling complementary 

medicines? 

 

Yes. Please note responses to previous questions. 

 

 

118. Does the “retail environment” within which community pharmacy operates detract from health care objectives? 

 

Capital Chemist stores sell products and services. The delivery of high quality health care products and services in 

our stores is not diminished because this is a “retail environment”. In fact we would argue that the patient 

experience and outcome is enhanced due to the availability of a highly qualified health care professional in well 

distributed community pharmacies with a complimentary combination of cognitive services and appropriate 

products. 

 

 

119. Are the current consumer payments for the supply and dispensing of PBS listed medicines transparent? Are they 

appropriate? 

 

Patient co-payments are printed on the dispensing label. The dispensed value of the product is printed on the 

dispense label. Details of the structure and quantum of the dispensed price are freely available in the web and 

through community pharmacy. 

 

The current fee structures allow patients in Australia to access the best available pharmaceuticals at affordable 

prices. The PBS is one of the cornerstones of health care delivery to all Australians. 

 

 

120. Is the PBS safety net adequate to address the needs of low income consumers who face high pharmaceutical costs and 

other medical related costs? If not, what other strategies can be employed to ensure access to cost-effective health 

care is protected and promoted? 

 

 

121. What do consumers expect for the value of the PBS co-payment, noting it is intended to contribute to the price of the 

medicine, supply to pharmacy, a pharmacy handling fee and a professional dispensing fee? 

 

 

122. What is the objective of the co-payment? Is it to ensure that patients use PBS medicines appropriately by setting a 

price signal? If so, is this objective enhanced or undermined by allowing co-payment discounts? 



123. Should pharmacists be allowed to discount the co-payment by more than one dollar if they choose to do so? Would 

such competition benefit or harm consumers? If competitive discounting is expanded for the co-payment, should any 

limits be placed on the potential discounts? 

 

124. Is it reasonable for consumers to expect access to medicines outside of standard business hours? If so, why? What 

arrangements could be made to improve consumer access? 

 

 
125. What services do consumers expect and value from pharmacists outside of standard business hours? Are there other 

settings or mechanisms that could deliver these services after hours? 

 
126. Does more need to be done to encourage greater access to medicines and professional services through the expansion 

of existing rural and remote programs? 

 
127. Is it reasonable for consumers to expect that all community pharmacies provide these specialist services? If so, 

why? If not, why not? 

 
128. Would it be desirable to align the delivery of specialist services to population need in local communities? If so, what 

is the best way of coordinating appropriate and relevant services for populations of need? 

 

 
129.  How might access and service barriers identified above be resolved and consumer needs be better met? Is 

additional training and support within community pharmacy sites needed? 

 
130. Are there other inequities in terms of access to and quality use of medicines? If so, how should those be addressed 

and what population groups could be targeted? 

 
131. What can be done to increase public awareness of available pharmacy programs and services, particularly 

specialist services? 

 
132. How can we encourage and support consumers to engage more with their local pharmacy and what specific patient 

groups require more general awareness about available pharmacy services?  
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Capital Chemist Contact List  
 

Amended Friday, September 30, 2016 PHONE FAX Address of Pharmacy Email 

ALBURY – Amy Pollock  (P) 6021 6493 6041 1003 Shop 12, Myer City Centre 525 David Street ALBURY NSW 2640 albury@capitalchemist.com.au  

BATEHAVEN NSW – Neil Mackay (P) 4472 5163 4472 5122 256 Beach Rd Batemans Bay  NSW  2536 batehaven@capitalchemist.com.au 

BATEMANS BAY NSW – Pat Jackson (P) 4472 9720 4472 6263 Shop G41, Village Centre Batemans Bay  NSW  2536 batemansbay@capitalchemist.com.au 

BAY CENTRAL PHARMACY – Liz Carter  (P) 4472 5758 4472 8044 1/9 Orient Street, Batemans Bay NSW 2536 baycentral@capitalchemist.com.au 

BEACHSIDE – Jeff Soo (P) 4455 1720 4455 5535 Shop 1, 95 Princes Hwy, Ulladulla  NSW  2539 beachside@capitalchemist.com.au 

BOWRAL -  Catherine Yee (P) & Dickson Yan (P) 4861 2212 4861 2814 300 Bong Bong Street Bowral  NSW  2576 bowral@capitalchemist.com.au 

BRAIDWOOD – Julie Ballard (P) 4842 2528 4842 2528 128 Wallace St, Braidwood  NSW 2622 braidwood@capitalchemist.com.au  

BRUCE (University of Canberra) – Ben Gilbert (P) 6251 3044 6251 1055 
Building 28, Ochre Health Medical Centre cnr Allawoona St & 
Ginninderra Dve Bruce ACT 2617 

ccuc@capitalchemist.com.au  

CALWELL –  Elise Thornton (P) 6292 8200 6292 8973 Calwell Shopping Centre ACT  2905 calwell@capitalchemist.com.au  

CHARNWOOD – Samantha Kourtis (P) 6258 4949 6258 7517 
Charnwood Shopping Centre Lhotsky Street Charnwood  ACT  
2615 

charnwood@capitalchemist.com.au  

CHISHOLM –  Rebecca Young (P) 6292 2427 6292 3262 Chisholm Shopping Centre, Chisholm  ACT 2905 chisholm@capitalchemist.com.au  

CITY CAPITAL 6331 6235 6333 0154 27 - 29 Brisbane Street LAUNCESTON TAS 7250 launcestoncity@capitalchemist.com.au  

COBURG NORTH – Jarrod McMaugh (P) 9354 1525 9354 7296 11 – 17 Orvieto Street Coburg North Vic 3058 coburg@capitalchemist.com.au 

COOMA HOOKS – Jenny White (P) 6452 1744 6452 5395 140-148 Sharp Street COOMA NSW 2630 hookspharmacy@hookspharmacy.com.au 

COOMA MONARO – Leanne Pratt (M) 6452 1599 6452 1599 82 Vale Street COOMA NSW 2630 hookspharmacy@hookspharmacy.com.au  

CURTIN – Susan Le (P) 6281 1058 6285 3470 42 Curtin Place, Curtin  ACT  2605 curtin@capitalchemist.com.au 

DICKSON – Lauren Sullivan (P) 6248 7684 6248 7899 2/6 Dickson Place, Dickson  ACT  2602 dickson@capitalchemist.com.au  

EXETER 6394 4343 6394 3243 51 Main Road EXETER TAS 7275 exeter@capitalchemist.com.au  

GARRAN – Nick Johnson (P) & Vincent Tran (P) 6282 2978 6282 9916 3/2 Garran Place Garran ACT 2605 garran@capitalchemist.com.au 

HIGGINS – Daniel Gough (P) 6254 0484 6254 0086 Shop 3, 5 Higgins Place Higgins ACT 2615 higgins@capitalchemist.com.au 

HUGHES – Harry Katsaros (P) 6281 2581 6281 2044 22 Hughes Place, Hughes  ACT  2605 hughes@capitalchemist.com.au  

ISABELLA PLAINS –  Kathleen Tran (P) 6292 1111 6292 2222 131 Ellerston Avenue, Isabella Plains ACT 2905 isabellaplains@capitalchemist.com.au 

JOHN MATHEWS & CO – Marcus Heiner (P) 6331 4033 6331 9180 117 George Street, Bathurst NSW 2795  bathurst@capitalchemist.com.au  

JUNEE – Jane Gentle (P) 6924 1151 69242393 84 Lorne St, Junee  NSW  2663 junee@capitalchemist.com.au  

KAMBAH – Cathy Rice (P) 6231 7014 6231 1271 Kambah Village, Kambah  ACT  2902 kambah@capitalchemist.com.au 

KINGS MEADOWS  6344 3658 6344 7337 86 Hobart Road KINGS MEADOWS TAS 7249 kingsmeadows@capitalchemist.com.au  

KINGSTON – Sandra Ferrington (P) 6295 9146 6232 6085 58 Giles Street, Kingston  ACT  2604 kingston@capitalchemist.com.au 
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KOORINGAL – Sandra Skaf (P) 6922 6671 6926 1773 Kooringal Mall Wagga Wagga NSW 2650 kooringal@pharmacycontact.com.au  

LYNEHAM – Magna Sadkowsky (P) 6247 7004 6249 8912 Wattle St, Lyneham  ACT  2602 lyneham@capitalchemist.com.au 

MITTAGONG – Julian Nguyen  (P) & Eva Wong (P) 4871 1480 4872 1256 2 Bowral Road Mittagong NSW 2575 mittagong@capitalchemist.com.au  

MOWBRAY 6326 2364 6326 1240 280 Invermay Road MOWBRAY TAS 7248 mowbray@capitalchemist.com.au  

NAROOMA – Anthony Whittle (P) 4476 2056 4476 1844 Shop 12A Narooma Plaza Narooma NSW 2546 narooma@capitalchemist.com.au  

NEWSTEAD 6331 1129 6334 6155 167 Elphin Road NEWSTEAD TAS 7250 newstead@capitalchemist.com.au  

NEW TOWN 6286 0001 6286 0002 Shop 1 30-36 New Town Road NEW TOWN TAS 7008 newtown@capitalchemist.com.au  

O’CONNOR – Libby Breden  (P) 6248 7050 6257 4724 O’Connor Shopping Centre, Sargood St O’Connor  ACT  2610 oconnor@capitalchemist.com.au 

PALMERSTON – Tam Le (P) 6241 9710 6241 9496 Unit 6, Palmerston Shops, Palmerston ACT 2913 palmerston@capitalchemist.com.au 

PALMWOODS - Owen Mellon (P) 07 5445 9599  Shop 3, Kolara Place 2 Margaret St Palmwoods  QLD  4555 palmwoods@capitalchemist.com.au 

PHARMACY SERVICES – Peter Downing (P) 6126 4000  6239 4800 
Unit 163, Level 1 Element Apartments 43 Eastlake Parade 
Kingston ACT 2604 

peterdowning@capitalchemist.com.au 

RIVERSIDE 6327 3664 6327 3848 Shop 4, Woolworths Shopping Centre RIVERSIDE TAS 7250 riverside@capitalchemist.com.au  

SOUTH HOBART 6223 5203 6223 5262 360 Macquarie Street HOBART TAS 7004 southhobart@capitalchemist.com.au  

SOUTHLANDS – Louise McLean (P) 

                            Stacey Fuller (P) 
6286 3644 6286 6723 Southlands Shopping Centre, Mawson  ACT 2607 southlands@capitalchemist.com.au 

TEMORA – Fay Baun (P) 6977 2026 6977 4102 204 Hoskins Street, TEMORA NSW 2666 temora@capitalchemist.com.au  

TEMORA HARVEST – Fay Baun (P) 6977 4826 6977 4786 Shop 4/112 Hoskins St, Temora  NSW  2666 harvest@pharmacycontact.com.au     

TUGGERANONG - Kathleen Sjollema (P) & Rob 
Leary (P) 

6293 2750 6293 4596 
Tuggeranong Square Cnr Reed and Anketell Streets Tuggeranong  
ACT  2900 

tuggsquare@capitalchemist.com.au  

ULLADULLA – Tim Rudd (P) 4455 3335 44553034 T4, Woolworths, 119 Princes Hwy Ulladulla NSW  NSW  2539 ulladulla@caitalchemist.com.au 

WANNIASSA - Honor Penprase & Elise Apolloni 
(P) 

6231 6446 6231 9716 12 Sangster Place, Wanniassa  ACT  2903 wanniassa@capitalchemist.com.au 

WARAMANGA – Johnny Tran (P) 6288 1334 6287 1588 Waramanga Shopping Centre, Waramanga ACT  2611 waramanga@capitalchemist.com.au 

WINDSOR 6327 4670 6327 4670 1 Windsor Park Drive RIVERSIDE TAS 7250 health@windsorpharmacy.com.au  

 




