
 

• Return	medications	if	>30	days	past	expected	pick-up	date	and	discontinued	ARV	medications	using	the	Medication	Return	Form		
• Please	request	refills	2	weeks	in	advance	by	fax	604-806-8255	or	phone	604-806-8456	(toll-free	1-800-547-3622	ext.2)	
• If	patient	is	on	>4	medications,	please	use	an	additional	form	
	

v.	2020-04-24	

1081 Burrard Street 
Vancouver, BC Canada V6Z 1Y6 
Tel 1-855-406-8539 (toll free) or 604-806-8539 
Fax 604-806-8255 

SAMPLE	

	
Sample	Antiretroviral	Medication	Inventory	Form	

	
Patient	Name:	_________Joe Smith____________	 Patient	Phone:	____604-555-5555_______	
	
Date	of	Birth	(dd/mmm/yyyy):	____01/01/2001___						PHN:	_____9999 999 999_________	
	
Pharmacy	Name:	_____Drugs Pharmacy________			 Pharmacy	Phone:	___604-111-1111____	
	
Date		 Drug	A:	

____Truvada_____	
Drug	B:	
_Darunavir	800_	

Drug	C:	
_Ritonavir	100_	

Drug	D:	
_________________	
	

Comments	

Quantity	
Received/	
Dispensed	

Balance	 Quantity	
Received/	
Dispensed	

Balance	 Quantity	
Received/
Dispensed	

Balance	 Qty	
Received/
Dispensed		

Balance	

1Jan2016	 +30	 30	 +30	 30	 +30	 30	 	 	 	

5Jan2016	 -30	 0	 -30	 0	 -30	 0	 	 	 Refill	ordered	

30Jan2016	 +60	 60	 +60	 60	 +60	 60	 	 	 	

3Feb2016	 -30	 30	 -30	 30	 -30	 30	 	 	 	

28Feb2016	 -30	 0	 -30	 0	 -30	 0	 	 	 Refill	ordered	

27Mar2016	 +60	 60	 +60	 60	 +60	 60	 	 	 	

	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	

	



 

• Return	medications	if	>30	days	past	expected	pick-up	date	and	discontinued	ARV	medications	using	the	Medication	Return	Form		
• Please	request	refills	2	weeks	in	advance	by	fax	604-806-8255	or	phone	604-806-8456	(toll-free	1-800-547-3622	ext.2)	
• If	patient	is	on	>4	medications,	please	use	an	additional	form	
	

v.	2020-04-24	

1081 Burrard Street 
Vancouver, BC Canada V6Z 1Y6 
Tel 1-855-406-8539 (toll free) or 604-806-8539 
Fax 604-806-8255 	

Sample	Antiretroviral	Medication	Inventory	Form	
	
Patient	Name:	_______________________________	 Patient	Phone:	______________________	
	
Date	of	Birth	(dd/mmm/yyyy):	__________________									PHN:	_____________________________	
	
Pharmacy	Name:	____________________________			 Pharmacy	Phone:	____________________	
 
Date		 Drug	A:	

_________________	
Drug	B:	
_________________	

Drug	C:	
_________________	

Drug	D:	
_________________	
	

Comments	

Quantity	
Received/	
Dispensed	

Balance	 Quantity	
Received/	
Dispensed	

Balance	 Quantity	
Received/
Dispensed	

Balance	 Qty	
Received/
Dispensed		

Balance	

	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          

 


