COMMUNITY PHARMACY PALLIATIVE CARE NETWORK MEDICINES CLAIM FORM
CPPCN_Claim1

[image: Health-trilingual-high-res]

 [image: ]







FOR FIRST CLAIM ONLY

	

COMPLETE RANGE OF PALLIATIVE CARE MEDICINES/ (as per list supplied)
	AMOUNT CLAIMED
(as per copy invoices enclosed)

	
	£
	p

	
	
	



FOR OUT-OF-DATE STOCK (& ADDITIONS TO STOCK LIST)

	
MEDICINE
	DATE EXPIRED
	PACK SIZE
	
QUANTITY
	PRICE PER PACK
	AMOUNT CLAIMED
(attach invoice or receipt)

	
	
	
	
	
	£
	p

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



	
TOTAL CLAIMED
	
	



I claim reimbursement of the cost of the above medicines which are required to be held as part of: 
	Community Pharmacy Palliative Care Network
	


(Please tick correct box above)
 
Contractor No:	....................................... Date: .............................................

Contractor Name/Address:	..............................................................................................

..............................................................................................

Pharmacist Signature:	..............................................................................................

Please Print Name:	..............................................................................................


	For SPPG Use Only
Signature for authorisation of payment:
Account Code: ___________________
Adjustment Code: _________________
	
	

	
	
 	

Date:    	
	

	
	
	



Return to: Local SPPG Primary Care Office
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