
CLIENT MEDICATION AUTHORISATION FORM

	Authorisation for CPSN staff to administer or assist with medication.

	Surname:
	First Name:
	D.O.B.                            Client Number:

	Prescribing Doctor(s):
	
	

	Doctor’s Name(s):

	
	Doctors Phone number:

	Instructions for missed or given late medications: 
Support Workers are required to advise CPSN and complete incident report. CPSN/support worker to call Next of Kin for further instruction.


· I understand that CPSN support workers are unable to administer medication to the participant unless the medication is supplied in a Webster pack (preferred) or Dosette box or original container.
· I understand that any information regarding changes to this medication including type, dosage, etc. must be forwarded to CPSN in writing.
· I understand that it is my responsibility to maintain an adequate supply of medication for the client.
· This form remains valid until advised in writing or the next Individual Supports review.

	Client, or where appropriate, client decision maker’s name:
	

	Client, or where appropriate, client decision maker’s signature:
	

	Date:
	






Regular Medications

	Date
	Medication
	Route
How is it taken? Orally / inhaled
etc
	Dose How much is given each time
	Time
To be given dose
	Frequency Times per day / intervals
	Reasons for taking
	Side effects
If known
	Storage Fridge / cupboard etc
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PRN Medications 
	Date
	Medication
	How is it taken? Orally / inhaled
etc
	Dose How much is given each time
	Time
To be given dose
	Frequency Times per day / intervals
	Reasons for taking
	Side effects
If known
	Storage Fridge / cupboard etc
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