Community Pharmacy Claim Form
Daily Individual Patient Supervised Consumption Form

Pharmacy Details

Client Details

Month Year

Date | Methadone | Subutex | Amount Given | Initials of Pharmacist Comments
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Please complete Total >

Total Number of Supervised Methadone/Subutex doses

Total amount of days supervised
Total days NOT Supervised (Do not include days you are closed)

Pharmacist Signature

Print Name Date
Please return this form at the end of each month with Monthly payment sheet




