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For attention of DAAT Team Leader or Deputy

Supervised medicine administration feedback form
 – for feedback to prescribing team

	Prescription Start Date
	Client Initials
	Client DoB
	M/F
	Pharmacy Stamp:

	
	
	
	
	

	Day

(fill in date)


	Methadone
	     Client’s Presentation
	Additional Comments

	
	Dose

Mls/mgs


	Rec’d

Y/N
	Sup’vd

Y?N
	Unwell


	Comfort-able 
	Drowsy


	Relating to treatment (eg: changes in appearance, probs with health/housing/relations etc)
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	Tues


	
	
	
	
	
	
	

	Weds 


	
	
	
	
	
	
	

	Thurs


	
	
	
	
	
	
	

	Fri 


	
	
	
	
	
	
	

	Sat 


	
	
	
	
	
	
	

	Sun 


	
	
	
	
	
	
	


Completed form should be faxed to DAAT Team Leader or Deputy the day before the next prescription is due:

FAX to: 023 80 717179
PLEASE ENSURE ALL 7 DAYS ARE COMPLETED








Southampton City PCT March 2008

