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Attach ADR Sticker
See front page for details
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 Palliative Care

 BGL/Insulin
 Chemotherapy

 Acute Pain
 Anticoagulation

 Variable Dose
 Other

1st Prescriber to Print Patient Name  
and Check Label Correct:.................................................................................

M
R

 X
XX

    
 

 W
A 

LO
N

G
 S

TA
Y 

M
ED

IC
AT

IO
N

 C
H

A
R

T

D
O

 N
O

T 
W

R
IT

E
 IN

 B
IN

D
IN

G
 M

A
R

G
IN

WA LONG STAY MEDICATION CHART

CUT OFF SECTION



REGULAR MEDICATIONS

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:

P
re

sc
rib

er
’s

 S
ig

na
tu

re
: .

...
...

...
...

...
...

...
...

...
...

...
.. 

P
rin

t y
ou

r n
am

e:
 ..

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

.. 
C

on
ta

ct
 N

o:
 ..

...
...

...
...

...
...

...
...

...
...

 D
at

e:
 ..

...
...

...
...

...
...

...
 P

ha
rm

ac
is

t: 
...

...
...

...
...

...
...

...
...

...
. D

at
e:

 ..
...

...
...

...
...

...

YEAR 20 DATE & MONTH
DOCTORS MUST ENTER administration times
Date Medication (Print Generic Name) Tick if 

Slow  
Release

Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Date Medication (Print Generic Name) Tick if 
Slow  

Release

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Date Medication (Print Generic Name) Tick if 
Slow  

Release

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Date Medication (Print Generic Name) Tick if 
Slow  

Release

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Date Medication (Print Generic Name) Tick if 
Slow  

Release

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Date Medication (Print Generic Name) Tick if 
Slow  

Release

Co
nti

nu
e o

n d
isc

ha
rg

e?
	

Ye
s /

 N
o

Di
sp

en
se

?	
Ye

s /
 N

o
Du

ra
tio

n:
da

ys
 Q

ty:Route Dose	 Frequency & NOW Enter Times

Indication Pharmacy

Prescriber Signature Print Your Name Contact

Clinical Pharmacist Review:

Th
e 

D
ep

ar
tm

en
t o

f H
ea

lth
 W

A 
ac

kn
ow

le
dg

es
 th

e 
si

gn
ifi

ca
nt

 c
on

tri
bu

tio
n 

of
 th

e 
Q

ue
en

sl
an

d 
H

ea
lth

 M
ed

ic
at

io
n 

M
an

ag
em

en
t S

er
vi

ce
s.

  
Ve

rs
io

n 
3 

R
ev

is
ed

 J
ul

y 
20

15

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

Attach ADR Sticker
URN:

Family name:

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 ..................

1st Prescriber to Print Patient Name  
and Check Label Correct:
................................................................................................................

Weight (kg):

Height (cm):

SR = Sustained, 
modified or controlled 
release formulation.  
If scored tablet, then half 
can be given.  
Dose must be swallowed 
without crushing.

Tick if 
Slow  

Release

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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Venous Thromboembolism (VTE) risk assessment
c VTE risk considered (refer guidelines)            c Bleeding risk considered
Pharmacological Prophylaxis:     c Indicated*       c Not Indicated        c Contraindicated

*Consider surgical and anaesthetic implications prior to prescribing on Anticoagulation Chart
Mechanical
Prophylaxis:      c GCS      c IPC     c VFP     c Not Indicated     c Contraindicated
Key:  GCS – Graduated Compression Stockings;   IPC – Intermittent Pneumatic Compression;   VFP – Venous Foot Pumps

Risk Assessment 
completed by (name):

Date: Time:

Warfarin / Anticoagulant 
in use

Refer to Anticoagulation Chart for 
administration details
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