SYRINGE DRIVER AUTHORISATION CHART - Opioid
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PATIENT’S NAME: _____________________________________________________________           DATE OF BIRTH: ________________

ADDRESS: __________________________________________________________________________________________________________

GP: ________________________________________     KNOWN ALLERGIES: __________________________________________________ 

	The following drug is to be administered for control of ____________________________________________________________  (state symptom/s) 

DRUG NAME: __________________________  DOSE (figures) _______ DOSE (Words) ___________________ Subcutaneously over 24 hrs 

If symptom/s persist the dose may be increased by _______________mg over 24 hrs to a maximum dose of ____________mg over 24 hours

Make up to 48mm volume with ________________________  (State diluent)                 Run syringe driver at a rate of 02mm/hr

A PRN dose of (drug name)  ________________ (figures) _________________________ (words) _______________________ may be given

                                                                                                                                                                            subcutaneously every ____ hours

Note: 1/6 of 24hr diamorphine = PRN for breakthrough pain control

Doctor/Prescribers signature:  _________________________________  Print Name: _________________________  Date: ___________




SYRINGE DRIVER AUTHORISATION CHART – Other drugs
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PATIENT’S NAME: _____________________________________________________________           DATE OF BIRTH: ________________

ADDRESS: __________________________________________________________________________________________________________

GP: ________________________________________     KNOWN ALLERGIES: __________________________________________________ 

	Only administer if symptom/s present – Maximum 3 drugs per syringe driver


	The following drug is to be administered for control of ____________________________________________________________  (state symptom/s) 

DRUG NAME: __________________________  DOSE (figures) ________________ Subcutaneously over 24 hrs 

If symptom/s persist the dose may be increased by _______________mg over 24 hrs to a maximum dose of ____________mg over 24 hours

Make up to 48mm volume with ________________________  (State diluent)                 Run syringe driver at a rate of 02mm/hr

A PRN dose of (drug name)  ________________ (figures) _________________________   may be given subcutaneously every ____ hours

Doctor/Prescribers signature:  _________________________________  Print Name: _________________________  Date: ___________


	The following drug is to be administered for control of ____________________________________________________________  (state symptom/s) 

DRUG NAME: __________________________  DOSE (figures) ________________ Subcutaneously over 24 hrs 

If symptom/s persist the dose may be increased by _______________mg over 24 hrs to a maximum dose of ____________mg over 24 hours

Make up to 48mm volume with ________________________  (State diluent)                 Run syringe driver at a rate of 02mm/hr

A PRN dose of (drug name)  ________________ (figures) _________________________   may be given subcutaneously every ___ hours

Doctor/Prescribers signature:  _________________________________  Print Name: _________________________  Date: ___________


