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Target audience for the user guide 

All nursing, medical, pharmacy, administrative and allied health staff that are authorised to access and use 
medication charts. 

Purpose of the chart

The inpatient chart is to be used as a record of orders and administration of general medicines, intravenous and 
subcutaneous fluids, and oxygen. Supplementary charts are to be used in addition to the inpatient chart, for more 
specialised purposes (e.g., warfarin, insulin, patient-controlled analgesia).

Guiding principles 

• Safe medicines prescribing is the first step in developing an effective medicines safety culture

• Prescribers should be aware of their prescribing responsibilities and be familiar with the prescribing standards

• Consultant staff should have at least the same level of competence in medication charting standards as their 
junior staff in order to supervise and ensure compliance with the standards

• The patient’s nurse and pharmacist should be empowered to support prescribers to prescribe medicines safely 
and have the right to refuse to administer or dispense a prescription they cannot read or understand as it is 
unsafe. The prescriber, or in their absence the patient’s team, must be informed immediately if this decision is 
made as this may delay the treatment the patient receives.

Introduction



The RIGHT patient receives the RIGHT medicine at the RIGHT dose by 
the RIGHT route at the RIGHT time, and that medicine is SAFE for the 

patient to receive

The inpatient chart is a legal document and therefore 
must be written in a clear, legible and unambiguous form

ALL medicines must be REVIEWED regularly to identify 
any potential drug interactions and discontinue medicines 

no longer required

Every nurse has a responsibility to ensure they can clearly 
read and understand the order before administering any 
medicine. The prescriber should be contacted to clarify 

incomplete or unclear orders.

Every pharmacist has a responsibility to ensure the 
appropriateness of the prescription if a medication chart 

is checked

Important notes



Page 1 – Front page

ALLERGIES AND SENSITIVITIES-
These are separated into two 
distinct boxes to highlight the 
difference between an allergy 
and a sensitivity. Please 
document reaction type. 
Indicate when a red wrist band is 
in place. 
Indicate if the patient has no 
allergies.
Sign and date indicating source 
of information.
Allergy status MUST be checked 
prior to prescribing and 
administering medicines.

IDENTIFICATION OF PATIENT-
Use a patient ID sticker where 
possible or hand write all 
details clearly.
Note site, ward and 
consultant.
Where necessary note height, 
weight, BMI and SA.
Each page of the chart MUST 
have the patient details.

SUPLEMENTARY CHARTS-
Please note if any other 
charts are in use.

PRESCRIBING CHECKLIST-
Identify if the patient has renal 
and hepatic impairment and if 
pregnant or breast feeding as 
considerations may need to be 
made when prescribing.ONCE ONLY MEDICINES AND 

PGDS-
Any once only doses, pre-
meds and patient group 
directions must be 
prescribed here.

Please write patient’s date of admission and planned date of discharge. 
If more than one chart is in use please identify how many there are.



Page 2 – Prevention of omitted medicines



Page 3 – VTE Prophylaxis and Oxygen Prescribing

Attach patient ID sticker 
here

VTE PROPHYLAXIS-
Please prescribe VTE 
prophylaxis and anti-
embolism stockings in this 
section for those patients 
that require it.
Recommended doses are 
listed to aid the prescriber, 
but all drug details and 
dosages will need to be 
written.
There is also a section to 
record the patient’s eGFR.

OXYGEN-
Oxygen therapy must be 
prescribed in this section. 
Please ensure all details are 
complete. Oxygen must be 
signed for when 
administered to a patient.

DAILY REVIEW-
ALL medicines must be 
reviewed daily by a doctor 
and a pharmacist.



Page 4 – IV antimicrobials
This section is for IV 
antimicrobials only.
Ensure patient’s allergy status 
is confirmed before 
prescribing.

IV ANTIMICROBIALS-
Please prescribe all IV 
antimicrobials here. 
Note microbiology approval 
where necessary.

Attach patient ID sticker here

Review IV antimicrobials after 
48 hours and if they are 
continued review after 72 
hours.

PROLONGED 
ANTIMICROBIALS-
Any antimicrobial required for 
over 5 days must be 
prescribed here.



Page 5 – oral antimicrobials
This section is for oral 
antimicrobials only.
Ensure patient’s allergy status 
is confirmed before 
prescribing.

Attach patient ID sticker here

ORAL ANTIMICROBIALS-
Please prescribe oral 
antimicrobials here. 
Note microbiology approval 
where necessary.

Review oral antimicrobials 
after 48 hours and if they are 
continued review after 72 
hours.



Pages 6 to 11 – Regular Medicines
REGULAR MEDICINES-
This section is for regular 
medicines.
Ensure patient’s allergy status 
is confirmed before 
prescribing.

Attach patient ID sticker here

REGULAR PRESCRIPTIONS-
All regular medicines must be 
written here.

Codes for non-administration 
of medicines. All omitted doses 
must be authorised.

Record whether the drug is 
newly prescribed, there has 
been a dose/frequency change 
or this is what the patient was 
taking prior to admission.

At the earliest opportunity 
please identify medicines 
required for discharge. Sign and 
date for each that is required. 
This will enable Pharmacy to 
dispense medicines much earlier 
facilitating quicker discharges.

PHARM SUPPLY & PHARMACIST
Pharmacy will always write in 
green. If the Pharmacist box is 
signed it means that the 
prescription has been clinically 
checked. Any orders for drugs 
will be in the Pharm Supply box. 
There may also be additional 
information or special 
instructions. 



Page 12 & 13 – When Required Medicines
WHEN REQUIRED MEDICINES-
This section is for PRN 
medicines.
Ensure patient’s allergy status is 
confirmed before prescribing.

Attach patient ID sticker here

PRN PRESCRIPTIONS-
All PRN medicines must be 
written here.
Please record dose, route, 
frequency and maximum dose 
allowed within 24 hours.
Please record indication for 
each drug. 

Record whether the drug is 
newly prescribed, there has 
been a dose/frequency change 
or this is what the patient was 
taking prior to admission.

At the earliest opportunity 
please identify medicines 
required for discharge. Sign and 
date for each that is required. 
This will enable Pharmacy to 
dispense medicines much earlier 
facilitating quicker discharges.



Page 14 & 15 – Parenteral Fluids

Write patient’s 
name and NHS 
number here.

Further sheets of 
the Parenteral 
Fluid Chart can 
be found on the 
intranet. 

FLUID CHART-
This section is 
for IV and SC 
fluids only. 
Please write all 
details required 
clearly.



Page 16 – Medicines Optimisation

Attach patient ID sticker here

MEDICINE 
RECONCILIATION-
Where possible use TWO 
sources of information

Allergy Check-
Confirm the patient’s allergy 
status, recording any 
information on the front of 
the chart and/or in the 
patient’s notes.
Patient’s Own Drugs 
Reviewed-
Check patient’s own drugs for 
correct doses and frequencies 
and for suitability for use.
STOPP START review
Check suitability of medicines 
using the tool.
SCR consent-
Please note if the patient has 
consented for SCR use.
Blueteq approval
Please note drug name and if 
approved.

COMPLIANCE AID-
If the patient has an aid 
please record who fills it 
here.

MEDICINES NOT 
PRESCRIBED-
If there are medicines that 
the patient usually takes not 
prescribed please record 
them here. 
They may be omitted due to 
clinical reasons or it may be 
an innocent omission.
Please discuss any 
discrepancies with the 
prescriber.

MEDICINE RECONCILIATION-
24 hours prior to discharge 
Pharmacy will assess the 
patient’s medicines ensuring 
that they are suitable for 
taking home.

MEDICINE RECONCILIATION-
Prior to discharge 2 nurses 
will check that all medicines 
are present and correct and 
that the eDD is available. 




