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 HMR Intravenous Therapy Team 
Drug Prescription for Administration 

	First Name:

Surname:                                         
Address:
NHS Number:
DOB:                          Ward Code: RHITT 
Indication:
	Previous drug allergies:

Reported allergic reaction:

Consultant: KMBA
Patient weight (Kg) :



IV/PO/SC Therapy
	Drug (Approved name)
	Dose
	Route
	Directions
	Duration
	Quantity Dispensed

	
	
	
	
	
	

	
	
	
	
	
	


Is VTE Prophylaxis required No/Yes: (if yes please indicate dose below)
	Drug (Approved name)
	Dose
	Route
	Directions
	Duration
	Quantity Dispensed

	Enoxaparin if eGFR < 30ml/min
	20mg
	SC
	daily
	
	

	Enoxaparin if eGFR > 30ml/min
	40mg
	SC
	daily
	
	

	Drug Name and Strength
	

	Antibiotic
	Number of Vials:        Number of Vials:

Strength:                    Strength:

	Water for injection vial 
	Number of Vials:
Volume:

	Sodium Chloride 0.9% vial 
	Number of Vials:

Volume:

	Sodium Chloride 0.9% or 
Glucose 5% Infusion Bag (delete as appropriate)
	Number of Bags:
Volume:


	PRESCRIBER PLEASE SIGN AND PRINT NAME BELOW:

DIRECT PHONE/ BLEEP:                             
                       DATE:


	Clinical Check:
	Dispensed by:
	Final Check:
	Date:


Date to go to pharmacy ………    Date sent to pharmacy ……………    Time required………………….
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