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(Prescribed, over the counter, complementary) Own medicines brought in? Y [ N[] Administration aid (SPECITY) v
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Affix patient identification label in this box
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Second GIVEN NAME: ...

First prescriber to print patient name
and check label correct: ...

Attach ADR sticker

See front page for details
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PRN
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AttaCh ADR stiCker Affix patient identification label in this box

Allergies and Adverse Drug Reactions (ADR)
—] CINil known [ Unknown (tick appropriate box or complete details below) Surname:
= Medicine (or other) Reaction / type / date Initials T dhasi
— GIVEN NAME: .ot
=3 Second gIVEN NAME: ...
=9
=23
——4] D.OB.: ... VAN R Sex/Gender..........ccccccevvrnnn..
— 5
— L
=5 | COMPLETE ALERT SHEET IN MEDICAL RECORD | First prescriber to print patient
=< name and check label correct:  Weight (kg):.......... Height (cm): .........
=" |[Sign Print Date o]
——] Regular medicines Anticoagulant education record
— Year 20............. Date and month =——>
. E i
Date Warfari Marevan / Coumadin |INR ducation
ariarin select brand Result 22 | .| |Provided [ ] Decined| |
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oral individual doses mg| mg| mg| mgl mg| mg| mg| mg| mg| mg| mg| mg| mg| mg| mg| mg mg| mg| mg| mg| mg| mg| mg| mg| mg| mg| mg| mg mg| mg mg| mg| mg| mg| mofc = Written Information
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> release >3 S administration times
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[ Prescriber signature Print your name Contact § B
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— =) slow 2 slow If scored tablet, then half
(5 release > release|  can be given.
Q Route rDose Frequency and NOW enter times - £ Dose must be swallowed
Ll Y without crushing.
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-
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> =
Rout o F NOW enter t $ 3
oute ose requency and NOW enter times - i 9| Absent @
am sz
— = a
L Indication Pharmacy g Fasting ®
o E
=
o
m Prescriber signature Print your name Contact ;:. Refused — notify prescriber ®
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— release > &
- % @
_I Route IDose Frequency and NOW enter times - : On leave @ %
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