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To patient:  This is a prescription form.  
To obtain your medication, this form should be presented
 to the community pharmacy advised by your doctor

TREATMENT

Authorization voucher for oseltamivir
	GP address:
	GP tel no:

(for use if prescription query)

	Patient name:
	NHS no:
	Sex:

	Patient address:

	Age (if 12 or under):
	Weight (if 12 or under):                       kg


This patient has been assessed and has no allergies or hypersensitivities to the active ingredient or excipients in oseltamivir

Please supply the following items (tick or complete as appropriate):
NB. Licensed doses for children under 13 are based on WEIGHT not age
	Approx. age of patient
	Weight
	TREATMENT DOSE
	Tick course required

	Adults and children aged 13 years and over

	13 years and over
	N/A
	75mg capsule twice daily for 5 days


	

	Children aged 1 to 12 years

	Approx: 1 – 3 year old
	( 15kg
	30mg capsule twice daily for 5 days


	 

	Approx: 3 – 7 year old
	> 15-23kg
	45mg capsule twice daily for 5 days
	

	Approx: 7 – 12 year old
	> 23-40kg
	60mg (2 x 30mg) capsule twice daily for 5 days
	

	Approx: 12 – 13 year old
	> 40kg
	75mg  capsule twice daily for 5 days


	

	Children under 1 year – recommended dose 2mg/kg bd for 5 days *

	Enter weight: ………….kg


	Give …………… milligrams twice daily for 5 days

	Non standard dose eg renal impairment

	Please complete:


	Take …………… milligrams ……………… daily for 5 days


* This is an “off-label” use, gain informed consent from parents where possible 
Reserve liquid preparation for treatment of children < 1 year
All strengths of capsules may be opened and the contents mixed with a teaspoon of sweetened food, water or apple sauce for children and those with swallowing difficulties
Flu friend must present appropriate identification for themselves prior to collection

Doctor signature:
            


GMC no:
                               Date:
-----------------------------------------------------------------------------------------------------------------------


FOR PHARMACY USE ONLY

Dispensed by:




           Checked by:

Date:






Date:
Name of Flu friend collecting:

TREATMENT

Authorization voucher for zanamivir (Relenza®):

Adults and children 5 years and over

	GP address:
	GP tel no:

(for use if presciption query)

	Patient name:
	NHS no:
	Sex:

	Patient address:

	Age (if 12 or under):
	Weight (if 12 or under):                       kg


N.B. zanamivir is not licensed in children under 5 years of age
        It should be used with caution in severe asthma or COPD
This patient has been assessed and has no allergies or hypersensitivities to the active ingredient or excipients in zanamivir
Please supply the following items (tick as appropriate):
	Adults and children 5 years and above
	Zanamivir dose
	Tick course required

	

	TREATMENT
	The contents of TWO blisters to be inhaled TWICE a day for 5 days
	


Flu friend must present appropriate identification for themselves prior to collection 

Doctor signature:
            


GMC no:
                               Date:
-----------------------------------------------------------------------------------------------------------------------


FOR PHARMACY USE ONLY

Dispensed by:




           Checked by:

Date:






Date:
Name of Flu friend collecting:

