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	CODES

	R  - Refused

	W - Withheld

	U  - Unable to swallow

	A  -  Asleep

	V -  Vomiting

	NA – Not available

	 X -  Omitted

	


 

	SURNAME



	FIRST NAMES

	NHS  NO.
	CONSULTANT

GP.



	DATE OF BIRTH
	SEX

F/M

	ALLERGIES/DRUG SENSITIVITIES

	SPECIAL INSTRUCTIONS

	


FOR THE SAFETY OF THE PATIENT
DOCTOR

1.
Please follow guidelines for prescribing.

2.
Use BLOCK LETTERS and metric dosage.

3.
Please use the subcutaneous route when prescribing  palliative drugs for injection.
4.
DISCONTINUE a drug by drawing a line through both the prescription and the unused recording panels.

5.
When this chart is filled, all treatment should be cancelled and current treatment re-written on a new 
chart.
NURSE

1.
Check entries in EVERY section to avoid omissions.

2.
RECORD each dose by initialling the appropriate box and stating the amount given.

3.
Enter code for non administration of medicines.

4.
Enter current state of stock for Controlled Drugs.

Anticipatory and Breakthrough (prn) Medication 

Authorisation and Record
Patients Name………………………………..   ……….NHS number……………………………….
        Drugs to be given as required

	Drug (approved name)


	Dose

	Date
	Date
	Date
	Date                  
	Date

	Frequency
	Route 
	Date Started


	Dose
	Time
	Dose
	Time
	Dose
	Time
	Dose
	Time
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	Time
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	Prescribers Signature
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	Dose
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	Print Name
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	Dose
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	Date
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	Date

	Frequency
	Route 
	Date Started


	Dose
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	Dose
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	Prescribers Signature


	Sign
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Patients Name…………………………………………………………………………….NHS No……………………………

Drug Administration Record for Controlled Medication

	Date
	Time
	Drug

Approved name
	Strength
	New Stock
	Amount used
	Amount wasted
	Balance
	Batch No
	Expiry date
	Signature

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Drug Administration Record for Non  Controlled medication

	Date
	Time
	Drug

Approved name
	Strength
	New Stock
	Amount used
	Amount wasted
	Balance
	Batch No
	Expiry date
	Signature

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Patients Name…………………………………………………………………………….NHS No……………………………

Drug Administration Record for Non Controlled Medication
	Date
	Time
	Drug

Approved name
	Strength
	New Stock
	Amount used
	Amount wasted
	Balance
	Batch No
	Expiry date
	Signature

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Drug Administration Record for Non Controlled medication

	Date
	Time
	Drug

Approved name
	Strength
	New Stock
	Amount used
	Amount wasted
	Balance
	Batch No
	Expiry date
	Signature

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


SYRINGE DRIVER PRESCRIPTION                                         NAME:                                                                 NHS  No :

	DATE
	DRUG 
	DOSE
	Diluent
	Increase by 
	To max
	Route over 24 hours
	DOCTOR’S SIGNATURE
	Date

Time
	Dose

Given
	Sig.
	Date

Time
	Dose Given
	Sig.
	Date

Time
	Dose given
	Sig.
	Date Time
	Dose given
	Sig.

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


PLEASE NOTE :-

1. ALL symptoms MUST  be assessed BEFORE commencing a Syringe driver OR ADDING any other of the above drugs.
2. INFORM GP as soon as possible about patients condition and any alteration in drug regime.

3. Please check with Palliative Care advice line 07699 734610 if in doubt.

SYRINGE DRIVER PRESCRIPTION                                         NAME:                                                                 NHS  No :

	DATE
	DRUG 
	DOSE
	Diluent
	Increase by 
	To max
	Route over 24 hours
	DOCTOR’S SIGNATURE
	Date

Time
	Dose
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	Sig.
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PLEASE NOTE :-

4. ALL symptoms MUST  be assessed BEFORE commencing a Syringe driver OR ADDING any other of the above drugs

5. INFORM GP as soon as possible about patients condition and any alteration in drug regime.

6. Please check with Palliative Care advice line 07699 734610 if in doubt.
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