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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/MIDWIFE 
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
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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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REFER TO ANTICOAGULATION CHART  
FOR ADMINISTRATION DETAILS

Warfarin / Anticoagulant in use   
 (circle as appropriate)


