(Member IPO Store

Name and address)
PATIENT Request for Compliance Packaging or for Lesser Quantity

This Form:

· Is used when Ontario Drug Benefit patient is requesting that their medications be dispensed in a lesser quantity than authorized by the prescriber, or in compliance pack format.
I, ______________________(patients name) have requested to have my regular medications supplied in a 

______(# of days) day compliance package.

REASON:_____________________________________________________________________________

(According to the BBS of July 28, 2008) “The ODB patient is incapable of managing his/her medication regimen as a result of physical, cognitive or sensory impairment.”
Signature of Patient:_____________________________________________________

Date:______________________________

Pharmacist Name:______________________________________

Pharmacist Signature:___________________________________

Date:_____________________________

THIS LETTER OF AUTHORIZATION IS VALID FOR ONE YEAR AND MUST BE RETAINED IN THE PHARMACY FOR THREE YEARS.
