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Attach ADR sticker

Allergies and Adverse Drug Reactions (ADR)
 Nil known       Unknown (tick appropriate box or complete details below)

Medicine (or other) Reaction / type / date Initials

COMPLETE ALERT SHEET IN MEDICAL RECORD

Sign  Print  Date 
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UR Number:..................................................................................
Surname: ......................................................................................
Given name: ................................................................................
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Do not hand write these details, except when 
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