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Depot Buprenorphine Administration - Advice to Prescriber 

        Pharmacy _________________________     Date______________      Doctor ______________________________________ 

        Patient  ____________________________  (DOB) _____________     Formulation (tick)             Buvidal        Sublocade   HDWA ___________ 

Date 1. Admin 
2. Refused 
3. Missed 

Dose Weekly or 
Monthly 

Injection  
Site  
(e.g. 1, 2, 3) 

Next Pharmacist 
Appointment 

Comment 
(e.g. site pain, withdrawal, intoxication, 
concerns) 

Pharmacist  
Signature 
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Injection Site Record 
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