

        Prescribed Cream Directions      E1 Appendix 7 PCD
	Name:     

DOB:                                                                              
	Address:



	Date
	Name of cream prescribed
	Directions: e.g. where to apply, how often to apply (2xdaily or PRN), amount required
	Signature
of Health professional

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Supervisor/Senior to complete a E1 creams MAR/MSR chart or Pharmacy chart 
Use the above information to complete the charts. 
(If applicable complete a PRN protocol and PRN recording form)



	Date
	
	
	
	
	
	
	
	Issue date 
 1/03/22 P&P

	Amendment
	
	
	
	
	
	
	
	





