MEDICINES PRESCRIPTION AND ADMINISTRATION RECORD

(Including controlled drugs, injections, suppositories and enemas)
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RECORD OF DRUG ALLERGY:

PRESCRIPTION RECORD
(To be completed by the prescriber)

Number of
Date Drug approved name only Dose Route Frequency Prescriber Cancelled amps
PLEASE PRINT signature Date Signature prescribed




DRUG ADMINISTRATION RECORD

To be completed by the person giving the medication

Date

Time

Drug approved name only
PLEASE PRINT

Dose

Route

Site

Given by
(signature)

Number of

amps left

(controlled
drugs)




