
MEDICATION AUTHORITY

Surname: ………………………………… Given Name: …………………………. DOB: …………….

Address: …………………………………………………………………………………………………..…

Suburb: ……………………………………………………Post Code: ……………………..……………

Referring Doctor: …………………………………………………………………………………….….…

Phone No: ……………………………………………….. Fax No:……………………………………....

Diagnosis: …………………………………………………………………………………………………..

PLEASE PRINT CLEARLY

Date Drug Order Dose Route Freq Time to be
Administered

Comm
Date

Cease
Date

Special Instructions: ………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

Doctors Signature: ……………………………………………………… Date: ………………………..


