Answer All Questions Below:

Address:

Full Name of Person Picking up Medication:

Household Health Information Form

City/State/Zip:

Date of Birth: Phone: Date:
Provide the name and age of each A B C D
person fOI’ Whom you are picking Is the person Is the person listed Is the person listed on Does this person TO Be Com pleted
up medication. listed on this on this line allergic | this line allergic to weigh less than 99 By Staff
: . . Yy a
line: to » Ciprofloxacin or pounds (Ibs):
Answer YES or NO to questions in ) ) Quinolones o
column A. B. C and D for each  Breastfeeding e Doxycycline Or are they taking: e If yes, indicate
person whom you are pickingup | OR OR 'DoTlﬁaer;as:fe/. Zanaflex weight below Med!cat'on Label
medication. « Pregnant « Tetracyclines « Myasthenia Gravis Given
1)Self - g_oxy éc())%mg
................................................. NO / YES __Cipro mg
NO/YES | NO/YES NO/YES — G lnsiie.
------------------------------------------------- ___Liquid Mix Instr
Age: __ LBS __Med Referral
2)Name . g_oxy :é(())%mg
................................................. NO / YES __Lipro mg
NO/YES | NO/YES NO/YES — Gl Il
------------------------------------------------- __Liquid Mix Instr
Age: __ LBS __Med Referral
3) Name __Doxy 100mg
_________________________________________________ __ Cipro 500mg
NO/YES | NO/YES NO / YES NO/YES | crushInstruct
------------------------------------------------- __ Liquid Mix Instr
Age: _ LBS __Med Referral
4) Name L g_oxy é(())(())mg
_________________________________________________ NO / YES __Cipro mg
NO/YES | NO/YES NO / YES — e s,
------------------------------------------------- __Liquid Mix Instr
Age: __LBS __Med Referral
5)Name . goxy 1(())%mg
ipro 500mg
------------------------------------------------- NO/YES |—chst
_________________________________________________ NO/YES | NO/YES NO / YES — St e
Age: _ LBS ] MedReferal

(check one) Medication was Accepted O or Refused OJ

Patient Signature:




Provide the name and age of each A B C D
f h icki
ﬁ[e)rrsnoendi(?;t\i,;n(.)m you are pieiing Is the person Is the person listed | Is the person listed on | Does this person To Be Com pleted
listed on this on this line allergic | this line allergic to weigh less than 99
. . line: to o Ciprofloxacin or pounds (Ibs): By Staff
Answer YES or NO to questions in Quinolones
column A, B, C and D for each e Breastfeeding  Doxycycline . e If yes, indicate weight
. Or are they taking:
person whom you are picking up OR OR ¢ Tizanadine / Zanaflex below
medication. . .
e Pregnant e Tetracyclines Do they have: Medication Label
e Myasthenia Gravis Given
6)Name . goxy 1(())%mg
_________________________________________________ ipro 500mg
NO/YES |—¢chd
_________________________________________________ NO/YES | NO/YES NO / YES —
Age: _LBS "~ Med Referral
7) Name — g_oxy é%%mg
................................................. NO / YES —_Lipro mg
NO /YES NO /YES NO /YES — Cle Insoe
------------------------------------------------- __ Liquid Mix Instr
Age: __ LBS __Med Referral
8) Name L gpxy é(())(())mg
_________________________________________________ __Cipro 500mg
NO/YES | NO/YES NO / YES NO/YES | = Crush instruct
------------------------------------------------- __Liquid Mix Instr
Age: __ LBS __Med Referral
9) Name __Doxy 100mg
_________________________________________________ __ Cipro 500mg
NO /YES
NO /YES NO /YES NO /YES — Clsp I
_________________________________________________ __ Liquid Mix Instr
Age: __ LBS __Med Referral
10) Name: L g_oxy é(())(())mg
_________________________________________________ NO / YES —_Cipro mg
NO/YES | NO/YES NO / YES - rush Instruct
------------------------------------------------- __ Ligquid Mix Instr
Age: _ LBS __Med Referral

Fill out additional pages if medication is being picked up for more than 10 people.




Medication Decision Key

A

Cc

D

Is the person
listed on this line:
e Breastfeeding OR

Is the person
listed on this line
allergic to

Is the person listed on
this line allergic to
¢ Ciprofloxacin or

Does this person
weigh less than 99
pounds (Ibs):

e Pregnant * Doxycycline or Quinolones Indicate weight
Tetracyclines Or are they taking: o )
o Tizanadine / Zanaflex [If “NO”, ignore this
column in decision-
Or do they have: making]
o Myasthenia gravis
Answer Answer Answer Answer Provide
A B C D*

If YES is C|.rcled.|n the D Yes: provide Doxy or Cipro
column, or if patient is No No No crushing instructions (choose primary medication
UNABLE TO SWALLOW ' offered in SNS cache received)
pills, provide crushing No No Yes Ygs. .pmv'de. Doxy
) ] . crushing instructions
instructions or liquid .

. . . Yes: provide liquid .

instructions as appropriate. No Yes No mixing instructions Cipro
o . Yes: provide liquid .

If NO is circled in column Yes No No mixing instructions Cipro

D, and patient is able to Yes: e liqui

’ : provide liquid .
swallow pills, ignore Yes Yes No mixing instructions Cipro
column D and proceed Yes: provide Medical .

. . . Yes No Yes P Medical Referral
with decision-making Referral
matrix. Yes: provide Medical .

No Yes Yes P Medical Referral
Referral
Yes: provide Medical .
Yes Yes Yes P Medical Referral

Referral




