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Name:               ______________         



Date:

___________


Initials ________
D.O.B.___________ Age (     ) Ethnicity _____________________
Area___________________________ Contact no.___________________________

Drugs Used / Planned for course
 Course Length________(wks) Week now? _____
	Drug Name
	How often / wk
	Amount  mg/ml
	Route 
	Comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


BBV Test?   (Y/N)  
Tests required  :   Renal    LFT   Cholesterol    Test     Oest     FSH      LH

I …………………………DOB………………………. Consent to the above tests.
Signed………………………………………………..Date……………………..
Additional Notes








