Ward/ Discharge

Discharge delivery location:

Hospital prescription
Auth Script No xxxxxxxx

Sample Hospital
99 High Street
ADELAIDE SA 5000

Tel: (05) 9999 9999
Provider no. 99999999H

Patient’s Medicare number
1]2/3[4-5/6/7[8]9]- 1

Patient’s
Ref number

Pharmaceutical benefits entitlement or DVA number

clinic date:

Time: am/pm

UR number: 12345

Name: Jae/Citizen

Ward: B

Address:’ 22 Smith Street

Adelaide SA 5000

DoB: 02/02/1970

Fill in or-attach the patient label

Print patient’s name Jae Citizen

Tick-appropriate box (one;scheme only per form)
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Drug name and form Strength | Dose, route and frequency Quantity Rpts s'\’{';ﬂ'y = A[i)ﬂg(\]lﬂgrggmber
Atezolizumab injection 1200mg Dose Every 3 weeks | 1200mg 7 1234(5)
Drug hypersensitivities Prescriber's name: Dr A Practitioner Prescriber number: 1234967
Egtﬁ%aﬁ%‘;ﬁgl&x erﬁg—rwAKiﬂ box. Prescriber’s type: MP Pager number: 1 Clinical unit: 321
N/A signatre: A Practitioner pate: 01/ 01,20XX
Turn over for privacy notice

| certify that | have received this medication and the information relating to any entitlement to free or concessional pharmaceutical benefits is not false or misleading.

Date of supply Patient’s or agent’s signature

I #

Agent’s address
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