
Controlled Drugs Template for CD4 - PART 1 
 

Prescriber’s Address: 
Prescriber’s Telephone Number: 

 
 
 
Date :  
Patient Name : 
Patient Address : 
 
 
 
 
 
____________ ________ ____________ ___________ 
Name of Drug  Strength Dosage Form  Dose   
(Brand or Generic) 
 
 
 
________________________________ ________________________ 
(Total quantity/Dosage Units)   (Total quantity/Dosage Units) 
 (Words)  (Figures) 
 
 
 
 
_______________ ____________ ___________ _________________ 
First Name Surname Signature           Registration  Number 
(PRESCRIBER DETAILS) 
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