
WA Paediatric Short Stay Medication Template   FOB BLACK, PMS 485 Red

B
N

D
I

I
N

G
M

A
R

G
IN

-D
O

N
O

T
W

R
IT

E

etaDetaD

Route DOSE          

PRN
Time

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Route

DOSE

P
re

sc
rib

er
’s

 S
ig

na
tu

re
 ..

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
P

rin
t N

am
e 

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

. C
on

ta
ct

 n
um

be
r .

...
...

...
...

...
...

...
...

...
...

...
...

...
...

.D
at

e 
...

...
...

...
...

...
...

P
ha

rm
ac

is
t .

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
...

...
D

at
e 

...
...

...
...

...
...

...
...

Date etaD

Route DOSE          

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Route

DOSE

etaDMedicine (Print Generic Name)etaD

Route DOSE          

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Route

DOSE

Date Medicine (Print Generic Name) Date

Route DOSE          

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Route

DOSE

Date Medicine (Print Generic Name)

Medicine (Print Generic Name)

Date

Date

Route DOSE          

DOSE          

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Date

Route

Pharmacy/Additional Information                                                Imprest S8 S4R

Indication

Prescriber Signature Print Name Contact/Pager Sign

Route

Route

DOSE

DOSE

N
O

T
A

VA
LI

D
O

R
D

ER
U

N
LE

SS
LE

G
IB

LE

Hourly Frequency

PRN
Hourly Frequency

PRN
Hourly Frequency

PRN
Hourly Frequency

PRN
Hourly Frequency

PRN
Hourly Frequency

Hospital Prescription
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AFFIX PATIENT IDENTIFICATION LABEL HERE AND OVER LEAF

1st Prescriber to print patient name & check label correct:

NOT A VALID
PRESCRIPTION UNLESS
IDENTIFIERS PRESENT

UR No.:

Family Name:

Given Names:

D.O.B.: Sex: M F

Medicine (Print Generic Name)

Medicine (Print Generic Name)PAEDIATRIC SHORT-STAY MEDICATION CHART ........ of ........

All doses need units of measure. eg mL, mg, unit, microgramHospital Prescription

TELEPHONE ORDERS (To be signed within 24 hrs of order)

Date / Time Route etaDngiSrDemaNrDycneuqerF
RECORD OF ADMINISTRATIONNurse/Midwife
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Medicine
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Prescriber
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Medicines taken Prior to Presentation to Hospital
(Prescribed, over the counter, complementary) See WA MMP             Own medicines brought in? Y N  

Doctor/GP:

:ybderetsinimdayllaususenicideM)etaD()ngiS(:ybdetnemucoD

Community Pharmacy:

Medicine & Formulation Dose & Frequency DurationMedicine & Formulation Dose & Frequency Duration

YEAR 20 

? :
:

DOSE calc
e.g. mg/kg
per DOSE

AS REQUIRED
“PRN”

MEDICINES

Attach ADR Sticker
See front page for details

WARD/UNIT:

ADDITIONAL CHARTSFacility/Service:

WARD/UNIT:
ONCE ONLY MEDICINES

Post op N&V Other

Acute Pain/P.C.A.BGL/InsulinIV Fluid
Palliative CareChemotherapyInhalation

? :
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All doses need units of measure. eg mL, mg, unit, microgram
*Schedule 8 Medicines for Discharge – Exact quantity must be specifi ed.

Weight (kg):...................

IBW (kg):.......................
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