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Description automatically generated]Medication Authority Form
[bookmark: _Hlk82685331]For residents requiring medication to be administered
This form must be signed by the resident’s medical/health practitioner for all medication to be administered.
For residents with asthma, complete an Action Plan for Anaphylaxis.
For residents with anaphylaxis, complete an Action Plan for Asthma.
Please only complete the sections below that are relevant to the resident’s health support needs. If additional advice is required, please attach it to this form.
	Residents Details

	First Name:
	
	Attach/Insert photo of resident

	Family Name:
	
	

	Date of Birth:
	____ / ____ / ____

	Doctor’s Name:
	

	Doctor’s Contact Number:
	

	Medical Alert Number 
(if relevant):
	


	Review Date:
	____ / ____ / ____



	Medication to be Administered

	Name of medication
	Dosage
	Time/s to be taken
	How is it to be taken? (e.g. oral/topical/ injection)
	Dates to be administered
	Supervision required

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	
	
	
	
	Start:     /    /  
End:     /    /  
OR
☐Ongoing medication
	☐Yes
     ☐Observe
     ☐Assist
     ☐Administer

	Please indicate if there are any specific storage instructions for any of the above listed medications.
	· No 
· Yes – detail below













	[bookmark: _Hlk111643554]Supply of Medication

	Please ensure that medication delivered to the facility:
☐ Is in its original package.
☐ The pharmacy label matches the information included in this form.
☐ Is accompanied by a letter from the resident’s Doctor detailing current medications.  



	Medical Practitioners Authority:

	Please ensure that medication delivered to the facility:
☐ I hereby agree that the above information is correct and I authorise staff to administer the medication as detailed above.
☐ I acknowledge that it is my responsibility to review this patients medication needs and inform the staff IN WRITING should any of the above details change.
☐ I advise staff that all medication must be in its original packaging, have a medication label (pharmacy prescription) or accompanied with a letter from a registered medical practitioner), either type clearly identifying name, dosage and other medication information or be in a Webster Pack prepared by a Pharmacy.
☐ I advise that staff will only administer recommended dosages per the medication label.

	Doctor’s Name:
	

	Doctor’s Signature:
	

	Date:
	____ / ____ / ____





	Authorisation to Administer Medication in Accordance with this Form

	☐I hereby agree that the above information is correct and I authorise staff to administer the medication as detailed above.
☐I acknowledge that it is my responsibility to inform the staff IN WRITING FROM MY DOCTOR should any of the above details change.
☐I understand all medication must be in its original packaging, have a medication label (prescription or pharmacy completed by a registered medical practitioner), clearly labelled with name, dosage and other medication information or be in a Webster Pack prepared by a Pharmacy.
☐I understand staff will only administer recommended dosages per the medication label.

	Full Name:
	

	Signature:
	

	Date:
	

	Resident or Next of Kin/ Carer
	☐Resident	☐Next of Kin/Carer
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