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MEDICATION Chart No.   of 
ADDITIONAL CHARTS

 IV Fluid
 Palliative Care

 BGL/Insulin
 Chemotherapy

 Acute Pain
 IV Heparin

 Other

ONCE ONLY, PRE-MEDICATION & NURSE INITIATED MEDICINES
Date 
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Route Dose
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Signature	 Print Your Name
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not a valid
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Affix patient identification label here
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MEDICATIONS

Attach ADR Sticker
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RECOMMENDED
ADMINISTRATION TIMES

GUIDELINES ONLY

Morning Mane 0800

Night Nocte 1800 or 2000

Twice 
a day BD 0800 2000

Three times 
a day TDS 0800 1400 2000

Regular 
6 hourly 6 hrly 0600 1200 1800 2400

Regular 
8 hourly 8 hrly 0600 1400 2200

Four times 
a day QID 0600 1200 1800 2200

REASON FOR Nurse 
NOT ADMINISTERING

Codes MUST be circled

Absent

Fasting

Refused – notify Dr

Vomiting

On leave

Not available – obtain supply 
or contact Dr

Withheld – enter reason in 
clinical record

Self Administered

WARFARIN EDUCATION RECORD

Patient Educated by:..............................

Sign:......................................................................

Date:......................................................................

Given Warfarin Book:.............................

Sign:......................................................................

Date:......................................................................

SR = Sustained, modified 
or controlled release 
formulation.  

If scored tablet, then half 
can be given.  

Dose must be swallowed 
without crushing.
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Given names:

Address:

Date of birth:		  Sex:	  M	  F

not a valid
prescription unless 
identifiers present

Affix patient identification label here AND OVERLEAF

ALLERGIES & ADVERSE DRUG REACTIONS (ADR)
 Nil known     Unknown (tick appropriate box or complete details below)
Drug (or other) Reaction/Type/Date Initials

Sign   Print   Date 

First Prescriber to Print Patient	
Name and Check Label Correct: Weight(kg):   Height(cm):


