
RECEITUÁRIO DE CONTROLE ESPECIAL 

IDENTIFICAÇÃO DO EMITENTE 
Nome: _________________________________________ 
CRM: ___________ UF: _____ 
Endereço: ______________________________________ 
________________________________________________ 
Cidade: ____________ UF: ______ 
Fone: ________________________ 

Paciente:  ____________________________________________________________________________________  
Endereço:  ___________________________________________________________________________________  

Prescrição: 
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  

Data: ___ / ___ / ___ _________________________________________ 
Assinatura do médico e Carimbo 

IDENFICAÇÃO DO COMPRADOR 

Nome: _________________________________ 
Ident.: __________________________________ 
Órgão emissor: __________________________ 
End.:___________________________________
________________________________________ 
Cidade: ______________________ UF: ______ 
Telefone:________________________________ 

IDENTIFICAÇÃO DO FORNECEDOR 

________________________ 
Assinatura do 
Farmacêutico 

___ / ___ / ___ 
Data 

Unidade de Saúde - Endereço: _______________________________________________________________________ 

1ª Via – Farmácia 
2ª Via – Paciente 

RECEITUÁRIO DE CONTROLE ESPECIAL 

IDENTIFICAÇÃO DO EMITENTE 
Nome: _________________________________________ 
CRM: ___________ UF: _____ 
Endereço: ______________________________________ 
________________________________________________ 
Cidade: ____________ UF: ______ 
Fone: ________________________ 

Paciente:  ____________________________________________________________________________________  
Endereço:  ___________________________________________________________________________________  

Prescrição: 
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  
 _____________________________________________________________________________________________  

Data: ___ / ___ / ___ _________________________________________ 
Assinatura do médico e Carimbo 

IDENFICAÇÃO DO COMPRADOR 

Nome: _________________________________ 
Ident.: __________________________________ 
Órgão emissor: __________________________ 
End.:___________________________________
________________________________________ 
Cidade: ______________________ UF: ______ 
Telefone:________________________________ 

IDENTIFICAÇÃO DO FORNECEDOR 

________________________ 
Assinatura do 
Farmacêutico 

___ / ___ / ___ 
Data 

Unidade de Saúde - Endereço: _______________________________________________________________________ 

1ª Via – Farmácia 
2ª Via – Paciente 
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