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Depot Buprenorphine Administration – Pharmacist  Record 

Client Name:                                                        DOB: 
Prescriber: 
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                                              Sublocade injection sites                         Buvidal injection sites 

 

Consent for Pharmacist Administration of prescribed Depot Buprenorphine 

I (Name) __________________________________________________consent to pharmacist administration of depot buprenorphine as prescribed by my 

prescriber.   I understand that the pharmacist providing this treatment has undertaken the required training and is approved within the CPOP program to 

provide this service to patients under the direction of my prescriber.   

I have signed a consent to receive opioid substitution treatment within the CPOP and my prescriber has explained the treatments available to me.  

I understand that my prescriber is responsible for reviewing my treatment plan and progress, which should occur within the week preceding my dose 

administration whilst receiving depot buprenorphine.  The pharmacist may choose to refer me back to the prescriber for further review prior to administering 

my dose should there be any concerns regarding my presentation, timing, or the treatment to be administered.  

I understand that it is my responsibility to ensure that I schedule an appointment with my prescriber one week before my next dose becomes due. 

 

Patient signature ____________________________ Date______________                 Pharmacist signature____________________ Date____________ 
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