


3 Service Context Information Request Form  
	To:
	<Service Manager>

	From:
	<Lead Auditor>

	Return address:
	     
     
     
     

	Due by:
	     



Please provide the following information for the audit team.

	Service name:
	     



	Premises name
	Street address
	Suburb
	City

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



	Number of funded OST places
	Number of service users
at date of audit
	Number and percentage
of clients in shared care

	     
	     
	<Number>
	<Percentage>%



	Current waiting time
	Number of
community pharmacies
	Number of shared care
authorised prescribers

	     
	     
	     



	Staffing roles
	Qualifications
	Number and % of staff with no professional registration

	     
	     
	<Number>
	<Percentage>%

	     
	     
	<Number>
	<Percentage>%

	     
	     
	<Number>
	<Percentage>%

	     
	     
	<Number>
	<Percentage>%



Please attach an organizational chart which shows how the OST service fits within the organization (this also helps the Lead Auditor determine which senior management needs to be included within the audit site visit). 


	Service context 
	Yes
	No
	Comment (if necessary)

	Do you operate any satellite / outreach clinics? If so, where, and what days / times?
	|_|
	|_|
	     

	What day of the week and time is your MDT? (Some of the Audit Team will observe this).
	
	
	     

	Do you have hard copy / electronic / a mix of both ways of recording client files?
	|_|
	|_|
	     

	Do you have an e-prescribing system in place? ie, Medimap?
	|_|
	|_|
	     

	Do you provide interim prescribing?
	|_|
	|_|
	     

	Do you have a local Needle Exchange you connect with? If so please provide a contact name and contact details.
	|_|
	|_|
	     

	Do you employ a Consumer Advisor? If so, contact details please.
	|_|
	|_|
	     

	What other consumer functions are also provided within or external to your service that OST consumers may access, eg, peer support. Contact details, please
	
	
	     

	Do you employ a Family/whānau Advisor? If so, contact details please.
	|_|
	|_|
	     

	What is the closest prison you connect with?  Please provide contact name and details.
	
	
	     

	Who do you connect within the Health New Zealand – Te Whatu Ora locality regarding Pharmacy incidents / dispensing / medication errors /complaints and incidents? (Contact details please.)
	
	
	     

	Who is the Health New Zealand – Te Whatu Ora locality person who oversees the complaints and incidents process? Contact details please.
	
	
	     

	Do you provide for smoking cessation?
	|_|
	|_|
	     

	Do you have an after-hours service?
	|_|
	|_|
	     

	What are the arrangements for Māori support of clients and staff? Contact details of internal Māori service leader.
	
	
	     

	What allied health staff do OST clients access eg, social worker / psychologist? Are they based in the Addiction Team / wider Mental Health? Contact details please.
	
	
	     

	Is there a local Pain Clinic you work with? If so, where is this situated? Key contact person please.
	|_|
	|_|
	     

	Are there any concerns about prescribers in your area? If so, please describe. Is Medicines Control alerted?
	|_|
	|_|
	     

	Are there any concerns about prescribers in your area? If so, please describe. Is Medicines Control alerted?
	|_|
	|_|
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