M4 Appendix 5 CMI

Changes to Medication Information – Cumbria Care

This form should only be used to inform other Cumbria Care services of changes to a service user’s medication.

Name of Service User : 
………………………………………………………

DOB : 


……………………………………………………….

GP : 



……………………………………………………….

Person authorising 
……………………………………………………….

change (GP / consultant)

Date of change :

……………………………………………………….

Name of medication :
……………………………………………………….

Commenced    /    Amended    /    Discontinued     (delete as appropriate)

If amended or commenced:

Dose : …………………………………………………….

Form : ……………………………………………………. (e.g. tablets / liquid etc)

Route of administration : ……………………………... (e.g. oral, rectal etc)

Time of administration : ……………………………….. 
Quantity supplied : ……………………………………… (to other service)

Any Advisory Information (e.g. to be taken with food, no more than 4 times daily etc.)

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

Information provided by : 

Print name : 

Position :

Signed : ………………………………………….   Date : ……………………..
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