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   Date …………………..
ADMINISTRATION OF PRESCRIBED MEDICATION CONSENT FORM

Name :                                                                                                       D.O.B:

Address:

Temperature at clinic: 

Questionnaire:
PLEASE STATE  THE DATE YOU HAVE HAD YOUR COVID VACCINATION OR VACCINATION DUE:

1ST HAD/DUE …………………………………..                     2ND  HAD/DUE  …………….…………………..
HAVE YOU OR ANYONE IN YOUR HOUSEHOLD HAD/OR HAVE  COVID-19 ? ………………………………………………………………Yes/No

DO YOU HAVE OR HAVE YOU HAD A HIGH TEMPERATURE IN THE LAST 7 DAYS ?……………………..……………………………….Yes/No
Prescribed Drug:  Kenalog 40mg/1ml
I hereby give permission for the administration of the above mentioned prescribed drug by the route of administration as stated.

I have read the patient specific information  sheet (enclosed with the prescribed drug) and understand the risks and side effects associated with it.

I have disclosed ot my practioner any current health issues and medication that I am taking.

I understand that there is no  guarantee with regards to the efficacy of the drug and that the services provided by KAMA Clinical Serices Ltd. Is to purely administer the  the afore mentioned drug.  
Prescribed Drug:  KENALOG 40mg/1ml   BN: …………………………….     Exp : ………………………………………

Route of administration : ……………………………………….  Site : ………………………………………………………

Comments:
Cost £ …………………………
Treatment by  Kairen Weston (Advanced Aesthetic Nurse Practitioner, Nurse Prescriber
Signature ………………………………………………………………………………………………    Date …………………………………               JUNE 2021















KAMA Clinical Services Ltd 21 Marshall Road Mapperley Nottingham NG3 6HS

