Patient Specific Direction (PSD)

Name of Patient
______________________________________________________

DOB


______________________________________________________

Address

______________________________________________________

______________________________________________________
______________________________________________________

I authorise for the above named patient to receive the following medicine:

	Name of Medicine:



	

	Strength of Medicine

	

	Dose


	

	Frequency


	

	Site of injection/method of administration


	


and that this can be administrated by the Nurse/Health Care Professional who is suitably qualified to do so and is employed by this practice

Signed



______________________________________________________

Print Name


______________________________________________________

Qualifications


______________________________________________________

Date



______________________________________________________

Expiry date of this PSD
______________________________________________________

To be completed by Nurse/Health Care professional upon completion of procedure
	Name of Medicine administered


	

	Batch Number


	

	Expiry Date


	

	Strength of Medicine

	

	Dose


	

	Site of injection/method of administration


	

	Date Medicine administered


	

	Notes


	


Signed


_____________________________________________________________
Print Name

_____________________________________________________________
Qualifications

_____________________________________________________________
Date


_____________________________________________________________
