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TREATMENT REQUEST (Tick appropriate boxes)
Monitor vital signs and record
IV management/Baxter Pain management
Stomal therapy Drain management

] [J Acute eye management post surgery
O O
] [l
[1 Continence and/or bowel management [] Catheter management
] [l
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Diabetes stabilizing and monitoring Medication management (complete below)
Wound management (specify below) Other, specify below
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CURRENT MEDICATIONS AND/OR DRUG AUTHORITY
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