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A - Absent   N - Nausea or Vomiting     H - Hospitalised     D - Destroyed     R - Refused      NT - Not Taken      C - Carer's Notes (overleaf) 
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clarew
Typewritten Text
Doxycycline Flucloxacillin and Erythromycin 

clarew
Typewritten Text
74 Orchard Road Melbourn SG8 6BB

clarew
Typewritten Text
MST Continus 10mg Tablets
Take ONE every  12 Hours
(AM and BED)

clarew
Typewritten Text
Bfast

clarew
Typewritten Text
Bed

clarew
Typewritten Text
Omeprazole 20 mg Gastro-resistant 
Capsules
Take ONE tablet twice daily	

clarew
Typewritten Text
Bfast

clarew
Typewritten Text
Furoesemide 40 mg Tablets
Take ONE at breakfast 

clarew
Typewritten Text
Bfast

clarew
Typewritten Text
Apixaban 2.5mg Tablets
Take ONE tablet twice a day

clarew
Typewritten Text
Bfast

clarew
Typewritten Text
Bed

clarew
Typewritten Text
Levothyroxine Soduim
50 Microgram Tablets
Take ONE each morning

clarew
Typewritten Text
Bfast

clarew
Typewritten Text
Lunch
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