

INSTRUCTION TO ADMINISTER MEDICATION PRO-FORMA

NON-SYRINGE DRIVER ADMINISTRATION

	A
	PATIENT DETAILS

Name: ……………………………………….……….                    Address: ………………………………………………

DOB: ……………………………………….………….                       …………………………………………………………
NHS No: …………………………………………….                          ………………………………..………………………




	
	Please tick

	bnbbbbb

B
	DRUGS AND DOSING DETAILS 

(please tick whether each drug is for stat or repeated dosing)
	Single dose ONLY
	For Repeat dosing

	
	DRUG 1
Drug name:  Haloperidol 5mg/1ml   Route : SC
Dose:  1.5mg per administration (please state units eg milligram, microgram, units etc)  

Frequency of administration (if not a stat dose) : 6-8 hourly as needed
Start Date: ……………………………….       Stop Date: ……………………………….
	

	

	
	DRUG 2
Drug name: Hyoscine Butylbromide 20mg/1ml    Route : SC
Dose: 20mg per administration (please state units eg milligram, microgram, units etc)  
Frequency of administration (if not a stat dose) : 4 hourly as needed (Max 120mg/24 hrs)
Start Date: ……………………………….       Stop Date: ……………………………….
	

	

	
	DRUG 3
Drug name: Midazolam 10mg/2ml    Route : SC
Dose: 2.5-5mg per administration (please state units eg milligram, microgram, units etc)  
Frequency of administration (if not a stat dose) : Hourly as needed (Max 60mg/24 hrs)
Start Date: ……………………………….       Stop Date: ……………………………….
	

	

	
	DRUG 4
Drug name: Morphine sulphate 10mg/1ml    Route : SC
Dose: 2.5-5mg per administration (please state units eg milligram, microgram, units etc)  

Frequency of administration (if not a stat dose) : Hourly as needed
Start Date: ……………………………….       Stop Date: ……………………………….
	

	

	
	ADDITIONAL INFORMATION 
Review date: ……………………….. (maximum of 5 days dependent on monitoring requirements).
It is the responsibility of the person administering this medication to bring to the attention of the prescriber or patient’s GP the need for review


This patient will need the following monitoring (eg BP, U&E, INR etc) 

	C
	Test 1: ……………  Frequency: ………………
	
	Test 3: ……………  Frequency: ………………

	
	Test 2: ……………  Frequency: ………………
	
	Test 4: ……………  Frequency: ………………


If you have any doubts with regards the clarity or intention of this direction please contact me or the duty doctor at the surgery.
	D
	Prescribers name: ………………………………………..     Time: ……………………...

                                           BLOCK CAPITALS

Prescribers signature: …………………………………..
Date: ……………………..


When filling out the pro-forma, please PRINT details clearly, complete sections A, B and D fully and section C if relevant. Indicate if medicine is for a single or repeated administration.   Any unused boxes must be scored through

The Oakwood Surgery
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