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Hospital details

Contact name

Telephone

Ext/bleep

E-mail

Hospital                                                           

Address

                                                                              Postcode

Regimen

Regimen

Cycle  no.                                                            Day

Height                                                                 Weight

Surface area                                                       Date of birth

Allergies

Patient details
First name Mr/Mrs/Ms/Miss

Surname

Address

                                      Postcode

Telephone                                                Mobile

NHS number

Hospital number

Order number (if applicable)

To be completed by the prescriber                                                                                                                                                                   To be completed by the nurse   

Admin  
date

Admin  
time

Drug Diluent/volume Dose Route Infusion duration Batch number Date Sign. nurse

Bloods are within range         Yes               No                      Comment:-

Prescriber’s signature

Print name

Qualification or GMC number

Date

Prescriber’s bleep number

For internal use only

Prescription screened by

Pharmacist’s signature

Pharmacist name

Date

Additional comments / list any other medication taken


