Methadone 

Chain-Of-Custody Record

Incarcerated Patient

Date:___________________

Name Of Treatment Program:___________________________________________________

Name Of Treatment Program Dispensing Nurse:____________________________________

Medication to be delivered (methadone/suboxone/subutex):___________.  Number of doses to be delivered:_________

Medication provided from_____________________ to _________________________

          (Date)



    (Date)

Name Of Person Transporting Medication:_________________________________________

License Number Of Person Transporting Medication:________________________________

Date Medication received:________________       Number of doses received:_____________ 

Medication received covering:____________________ to _____________________________

(Date)                                              (Date)

COMMENTS:_________________________________________________________________

___________________________________               ___________________________________

       Signature of person receiving medication

       Signature of person transporting medication 

        Date of Administration and Initials of Patient Receiving Medication 

     DATE

 Pt. Initials
                 DATE

 Pt. Initials



__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________


__________

__________

__________
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