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Daily Individual Patient Supervised Consumption Form

Pharmacy Name/Address       _____________________________________________                          

(Or Stamp)

                                                                                            Please √ service client attends                                                                                                                                               
	Addaction
	 

	CDIP
	 

	Access Surgery
	 


                                                _____________________________________________   

Client Name (please PRINT)  _____________________________________________     

Client D.O.B   _______________________      Gender   ________________________ 

	Date  
	Methadone (liquid or tablets) / Suboxone 
Amount
	Buprenorphine Amount          
	Initials of Pharmacist
	Record of telephone calls made to Agency (one call per episode) 

	1st
	             
	        
	
	

	2nd
	
	
	
	

	3rd
	
	
	
	

	4th
	
	
	
	

	5th
	
	
	
	

	6th
	
	
	
	

	7th
	
	
	
	

	8th
	
	
	
	

	9th
	
	
	
	

	10th
	
	
	
	

	11th
	
	
	
	

	12th
	
	
	
	

	13th
	
	
	
	

	14th
	
	
	
	

	15th
	
	
	
	

	16th
	
	
	
	

	17th
	
	
	
	

	18th
	
	
	
	

	19th
	
	
	
	

	20th
	
	
	
	

	21st
	
	
	
	

	22nd
	
	
	
	

	23rd
	
	
	
	

	24th
	
	
	
	

	25th
	
	
	
	

	26th
	
	
	
	

	27th
	
	
	
	

	28th
	
	
	
	

	29th
	
	
	
	

	30th
	
	
	
	

	31st
	
	
	
	

	Total Number of supervised doses
	
	Total number of telephone calls made
	


         


Pharmacist’s Name (Please print):





Pharmacist’s comments & feedback:
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Please return this form at the end of each month with the monthly payment summary sheet
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