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o This supplementary chart is intended for prescribing subcutaneous infu-
e For all other medication see standard All Wales Medication Administration

¢ On the front of the standard chart tick the supplementary chart section and
on the inside write ‘On Svringe driver—see SD chart’

e If commencing a patient on the syringe driver for the first time, please refer
to the guidelines for completing a subcutaneous infusion medication re-

e For patients in the acute sector review daily and re— prescribe daily if appropriate
e For community based patients (including community hospitals) review as often as possible
e *Infusions to be administered once only, unless the prescriber specifies they are to be continuous

PRESCRIBER'S DAT_E TIME DUSE OF MEDICATION ADMINISTERED
MEDICINE (approved name) DOSE SIGNATURE (Only 1o be used if a dose range is prescribed
Set up by _ Stopped Med T Ned " Med | Med Med
RN =l byl ST | Thecked by 4 2 3 4 5
Madication 1 1
Bl At [ ]
Bleep
Pharmacy
B Rt
. Dituent
{Please circle)
B R Waterfor |
Iniection
___________________________________________________ » Or
Medication & 5
Sodium chioride
0.9% wiv
::at: Special instructions Duration of infusion (please circle) &
24 hrs 1 12hrs [ Other......hws
£ 7
Prescriber to
initial if to
continue
PRESCRIBER'S DA?E TIME DOSE OF MEDICATION ADMINISTERED
MEDICINE {approved name) DOSE SIGNATURE {0l 10 be ysed f a dose range is prescribed)
e sehfp Zhéckcd. R sm'ppidn;ckmu Mfd “;d M;d M:d by
Medication 1 ] 7 _J
[ Medicatonz " T TTTTTTTTmoomesooomomomcocfeceomoooooo-
Bleep £
Pharmacy
[ Medication 3~ T T T T T T TTITI T M s s s o mmmmes et ss s ]
Diiuent
{Please circle)
L Waterfor |4
injection
S P SIS SUIIPIPIPN Or
Medication 5 T TTTTESesssspessssssenneT E
Sodium chloride
0.9% wiv
Start fal i q
e pecial instrictions Duration of infusion (please circle} |°
24 hrs / 12hrs | Other.......hrs
T
Prescriber to I
initial i to
continue

P7E11KR

o
B




