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Form No:  03-3-309   COVERT MEDICATION
                              BEST PRACTICE RECORD  

	 
A:   SERVICE USER DETAILS

	Surname:
	
	First Name(s):


	
	Date of Birth:
	

	Pharmacist:
	
	GP:
	
	Advocate:
	

	
B:   MEDICATION TO BE ADMINISTERED

	MEDICINE: ___________________________
Formulation: (e.g. tablet / capsule / liquid / syrup) ________________________  Dosage: _____________________

	
C:   PHARMACEUTICAL CONSIDERATIONS

	#
	CONSIDERATION
	COMMENTS & OUTCOME 

	1
	PHARMACOLOGICAL PROPERTIES
(why the treatment is necessary, and expected clinical outcomes):







	

	2


	ALTERNATIVE TREATMENTS CONSIDERED (other ways to manage the service user’s condition, or to administer the medication):

	

	
	REASONS WHY THESE ALTERNATIVES WERE REJECTED:
	

	3
	ASSESSMENT BY MEDICAL PRACTIONER:
3.1  Confirmed that the service user lacks the capacity to consent:

3.2  Confirmed the continued need for the named treatment following a review of the service user’s medication regime:

3.3  Confirmed that covert administration of the medicine is essential:
	Signature: _____________  Name: _____________  Date: ________
Signature: _____________  Name: _____________  Date: ________
Signature: _____________  Name: _____________  Date: ________

	4
	PHARMACIST:

Name: _____________________
Practice Name: ______________


	(Record advice given by the pharmacist on Form No: 3-310)


	
D:   LEGAL & STAFFING  CONSIDERATIONS

	#
	CONSIDERATION
	COMMENTS & OUTCOME 

	1


	There is a person who has the power to give informed consent on behalf of the service user:
	YES / NO   If YES:
Name of the person: ________________________

Relationship to service user: __________________

	2
	Treatment is only administered covertly with that person’s informed consent:
	YES / NO   

	3
	The person has given consent:
	YES / NO   If NO, give reasons:


	4
	Named staff members will administer covert medication:
	Staff member: __________________________
Staff member: __________________________

Staff member: __________________________

	5
	These staff members have received appropriate training / guidance on the covert administration of this medication:
	YES / NO   

	6
	Method to be used for covert administration of this medication (e.g. liquids added to juices, mixed with yoghurt, etc):
	Describe method:

	7
	Method to be used for recording covert administration of this medication on the MAR Chart:
	Describe method:

	8


	The on-going need for covert administration of this medication is regularly reviewed (record findings on Form No: 3-311):
	Date of next Review: _____________________

	PERSONS INVOLVED IN THE DECISION TO COVERTLY MEDICATE (“Designation” = Job Position, or relationship to service user, as appropriate):

Name: ________________  Designation: _________________  Signature: ______________   Date: _________
Name: ________________  Designation: _________________  Signature: ______________   Date: _________
Name: ________________  Designation: _________________  Signature: ______________   Date: _________
Name: ________________  Designation: _________________  Signature: ______________   Date: _________
Name: _________________________    Signature: _________________________   Date: ___________
                           (Registered Manager)
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