
Wclikoto District Heqlth Boord
HEALTH WAIKATO DIVISION

T1301CSF

COMMUNITY PRESCRIPTION SHEET

Surname:

Forename:
(affix sticky label here)

Date of Birth: NHI Number:

Address:

Phone: General Practitioner:

Weight: (Required only for children 12 years or under)

before administration of any medication

PRESCRIPTION

Drug Dosage Route Frequency

The above dosage of may be increased/decreased to/by

First administration in the community at (tme) 
.lntheeventofananaphylacticreaction,the,,'76

ll.Sq_C-o*munity H.ealth Management of Anaphylaxis Policy April l obZ lincorporui"J *itt
WDHB Medicines Management policy).

Expiry Date:

ALLERGIES fnis section must be
Allerqv/Reaction To

Doctor's Name Printed

(Use of this authority beyond this clate is not permitted under the Medicines Regulations Act 19g4) Review: Mar 2005


