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 Please fax to:  (416) 967-2635

METHADONE PATIENT TREATMENT TRANSFER FORM

THIS FORM IS USED TO UPDATE THE CPSO PATIENT REGISTRY WHEN METHADONE PATIENTS ARE BEING TRANSFERED BETWEEN CLINIC LOCATIONS AND/OR TREATING PHYSICIANS WITHIN THE SAME GROUP PRACTICE. THIS FORM IS NOT TO BE USED TO INITIATE OR CESSATE PATIENTS.
STRICTLY PRIVATE AND CONFIDENTIAL PATIENT INFORMATION

	LAST NAME:

	
	FIRST NAME: 



	DATE OF BIRTH (MONTH/DD/YR) 
	
	OHIP # 


NAME OF GROUP PRACTICE:
	CURRENT TREATMENT INFORMATION
	NEW TREATMENT INFORMATION

	CURRENT TREATMENT LOCATION: 

	NEW TREATMENT LOCATION:  

	PHYSICIAN NAME: 
	PHYSICIAN NAME: 

	DATE PATIENT STARTED CARE:

(MONTH/DD/YR) 

	

	DATE OF LAST METHADONE DOSE:

(MONTH/DD/YR) 
	DATE OF FIRST METHADONE DOSE UNDER YOUR CARE:

(MONTH/DD/YR) 


AUTHORIZATION FORTRANSACTION (PHYSICIAN NAME):                            
SIGNATURE:                                                                               DATE:
