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Patient administration checklist 

Criteria Tick when 
complete

Confirm prescription for Buvidal is correct and complies with schedule 3 regulations 

Confirm patient specific direction is correct

Confirm identity of patient 

 Confirm with the patient the strength of Buvidal they have been prescribed 

Patient Administration Record discussed and filled out with patient

Assessment of previous Buvidal administration sites carried out

 Confirm patient has had the opportunity to read the patient information booklet 

Buvidal dose and prescription checked by 2nd dispenser 

Confirm with the patient which site injection should be given (e.g. abdomen, thigh, buttock, upper arm) and 
record on the body map

Buvidal administered according to the guidance in the Summary of Product Characteristics 

Information regarding side-effects including injection site reactions provided

Patient aware of the process to report any side effects or problems to pharmacy, keyworker or 
prescriber 

Follow-up appointment agreed and appointment card provided to patient

Relevant documentation completed
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For Prescribing Information 
and Adverse Event reporting 

click or scan QR code

https://www.buvidal.co.uk/prescribing-information.html
https://www.buvidal.co.uk/prescribing-information.html
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