
Service Level Agreement – Enhanced Service                                                                     Amended 13/04/15 

 Service Provided by           

 

Warwickshire Stop Smoking Service         

Smoking Cessation Claim Form – NRT     
                                                                     Service provided by  

 
                   
 

Po Box 43, Shire Hall 
Warwick 

CV34 4SX 
 

Tel: 01926 412403 
Fax: 0872 352 7233 

For information: a. NRT is reimbursed at cost price as per current “Chemist and Druggist” 
 Fee for intensive support is reimbursed on receipt of Warwickshire Stop Smoking Service monitoring form 
 
No Date of NRT 

Supply 
ID No (on 

monitoring 
form) 

NRT Supplied Cost of 
NRT 

(Chemist & 
Druggist) 

Script 
Charge 

Collected 

Supply 
Fee 

Total 

Brand No. (shown 
on Pricing sheet) 

 Quantity 

1       Y / N £3  

2       Y / N £3  

3       Y / N £3  

4       Y / N £3  

5       Y / N £3  

6       Y / N £3  

7       Y / N £3  

8       Y / N £3  

9       Y / N £3  

10       Y / N £3  

11       Y / N £3  

12       Y / N £3  

13       Y / N £3  

14       Y / N £3  

15       Y / N £3  

16       Y / N £3  

17       Y / N £3  

18       Y / N £3  

19       Y / N £3  

Please use more than one sheet if required                                                                                   Sub Total 
 

                                                                                                  No. of scripts…….   @  £8.40 to be deducted 
 

                                                                                                                                                                 TOTAL 
 

                                                                                            
Declaration 
The supplies listed were undertaken as stated above by  
authorised pharmacists following the Warwickshire PGD for NRT.  
I hereby claim the stated monetary amounts as above for NRT. 
I declare that information given on this form is true to the best of my knowledge 
I understand that action maybe taken against me if I make an incorrect claim. 
I consent to the disclosure of relevant information on this form for the purposes  
of fraud prevention, detection and investigation. 

 

Pharmacist Signature:  _____________________________________ 

Pharmacist Name: _________________________________________ 

 
Date of Declaration: ________________________________________ 

Pharmacy Address Stamp 
 
 
 
 
 

 
 

IF THIS STAMP IS NOT 

LEGIBLE, ACCURATE 

PAYMENT CANNOT BE 

GUARANTTED 

Month:                                                        Year: 
To ensure the Pharmacy receives payment promptly, this form needs to be back 
at the address stated here no later than the 5

th
 day of following month. 

Freepost RTEU-LCXH-ABBS, NHS Warwickshire Stop Smoking Service, 
Warwickshire County Council, PO BOX 43, Warwick, CV34 4SX 
 


