
Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per 
week 

Quantity 
of packs  

required 

   Adhesive Tapes    Clinipore 1.25cm 1   

  Hypafix 2.5cm 1   

  Micropore 1.25cm 1   

Bandages 
  Light-weight conforming         
  bandages  

  Hospiform (Non cohesive)   6cm x 4m 1   

8cm x 4m 1   

10cm x 4m 1   

12cm x 4m 1   

 Tubular Bandages  
   Elasticated viscose bandage    

  Clinifast  Red Line- 
3.5cm x 1m 

1   

Green Line -  
5cm x 1m 

1   

Green Line -  
5cm x 3m 

1   

Green Line - 
5cm x 5m 

1   

Blue Line- 
7.5cm x 1m 

1   

Blue Line - 
7.5cm x 3m 

1   

Blue Line - 
7.5cm x 5m 

1   

Yellow Line - 
10.75cm x 1m 

1   

Yellow Line - 
10.75cm x 3m 

1   

Yellow Line - 
10.75cm x 5m 

1   

Beige Line- 
17.5cm x 1m 

1   

  Medicated Bandages    Ichthopaste 7.5cm x 6m 1   

  Viscopaste PB7 7.5cm x 6m 1   

Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per 
week 

Quantity 
of packs  

required 

   Non Elasticated Viscose    
   Bandage  

Stockinette   Type A- 
5cm x 5m 

 

1   

Type A- 
7.5cm x 5m 

1   

Type A- 
10cm x 5m 

1   

Type A- 
15cm x 5m 

1   

Type A- 
20cm x 5m 

1   

Type A- 
25cm x 5m 

1   

Type B- 
5cm x 5m 

1   

Type B- 
7.5cm x 5m 

1   

Type B- 
10cm x 5m 

1   

Type B- 
15cm x 5m 

1   

Type B- 
20cm x 5m 

1   

Type B- 
25cm x 5m 

1   

  Light Support Bandages  K-Lite  5cm x 4.5m 1   

7cm x  4.5m 1   

10cm x 4.5m 1   

15cm x 4.5m 1   

10cm x 5.25m 1   

Orthopaedic Wadding  UltraSoft  10cm x 3.5m 1   

Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per 
week 

Quantity 
of packs  

required 

  Mechanical Debridement  
  Products  

  UCS Debridement Pad 10   

  Debrisoft  Pad 10cm x 10cm 5   

Pad 13cm x 20cm 5   

Lolly 5   

  Medical Adhesive Remover    Lifteez  Remover aerosol 1   

Remover wipes 30   

  Pressure Redistribution Pads    
  *Should not be used on  
     broken skin*  

  Dermis Plus  Pad- 
10cm x 10cm x 0.3cm 

5   

Pad- 
10cm x 10cm x 1.2cm 

5   

Pad- 
20cm x 20cm x 0.3cm 

2   

Pad- 
20cm x 20cm x 1.2cm 

2   

Strip- 
30cm x 5cm x 0.3cm 

5   

Strip- 
50cm x 2.5cm x 0.3cm 

5   

Heel- 
Standard 

2   

Heel - 
Large 

2   

Sacrum/Ankle 1   

Tube 10cm x 0.2cm 10   

  Wound cleansing solutions 
  

  Sodium chloride 0.9% irrigation     
  solution 

20ml  1   

40ml 1     Prontosan irrigation solution  

350ml 1   

Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per week 

Quantity of 
packs  

required 

  Skin barriers    Sorbaderm   2g Cream 1   

28g Cream 1   

98g Cream 1   

28 ml No-sting Spray 1   

1ml Lolly No-string Film 5   

3ml Lolly No-sting Film 5   

  Vapour Permeable Films and  
  Membranes  

  Tegaderm  4.4cm x 4.4cm 100   

6cm x 7cm 100   

10cm x 25cm 20   

10cm x 12cm 50   

15cm x 20cm 10   

20cm x 30cm 10   

5cm x 7cm 50     Tegaderm Plus Pad  

9cm x 10cm 25   

9cm x 15cm 25   

9cm x 20cm 25   

9cm x 25cm 25   

9cm x 35cm 25   

  Primary wound Contact Layers  Lomatuell Pro  5cm x 5cm 10   

10cm x 10cm 10   

10cm x 20cm 10   

10cm x 30cm 10   

15cm x 30cm 10   

  Mepitel One   6cm x 7cm 5   

9cm x 10cm 5   

13cm x 15cm 5   

24cm x 27.5cm 5   

27.5cm x 50cm 5   

  Adaptic Digit  Finger Sm 10   

Finger M 10   

Finger L 10   

Finger XL 10   

Toe 10   
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Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per week 

Quantity  
of packs 

required 

  Alginate Dressings      ActivHeal  

  Alginate   

  

5 x 5cm 10   

10 x 10cm 10   

10 x 20cm 10   

2.5 x 30cm Rope 10   

  Hydrofibre Dressings    Aquacel Extra  5cm x 5cm 10   

10cm x 10cm 10   

15cm x 15cm 10   

4cm x 10cm 10   

4cm x 20cm 10   

4cm x 30cm 10   

20cm x 24cm 10   

1cm x 45cm 5   

2cm x 45cm 5   

  Aquacel Foam Non-   
  adhesive  

10cm x 10cm 10   

10cm x 20cm 10   

15cm x 15cm 5   

15cm x 20cm 5   

20cm x 20cm 5   

  Hydrocolloid dressings    DuoDerm Extra Thin  7.5cm x 7.5cm  5   

10cm x 10cm 10   

15cm x 15cm 10   

3.8cm x 4.4cm 10   

5cm x 10cm 10   

5cm x 20cm 10   

9cm x 15cm 10   

9cm x 25cm 10   

9cm x 35cm  10   

   Hydrogel      ActivHeal  

  Hydrogel    

8g 5   

15g 5   

  Carboflex  10cm x 10cm 5     Odour Management  

15cm x 20cm 5   

8cm x 15cm oval 5   

  Superabsorbent dressings–  
  WITHOUT border  

  Zetuvit Plus 
  (packaging contains  
   latex)  

10cm x 10cm 10   

10cm x 20cm 10   

15cm x 20cm 10   

20cm x 25cm 10   

20cm x 40cm 5   

  Superabsorbent dressings– 
  WITH border  

  Convamax   
  Superabsorber  

15cm x 15cm 10   

20cm x 20cm 10   

  Kerramax Care Border  16cm x 16cm 5   

16cm x 26cm 5   

26cm x 26cm 5   
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Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Category  Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per week 

Quantity 
of packs  

required 

  Foam Dressing WITHOUT 
  Border       

  Kliniderm Foam Non-border 
   

5cm x 5 cm  5   

10cm x 10cm  5   

15cm x 15cm  5   

20cm x 20cm 5   

10cm x 18cm 5   

  Foam Dressings WITH a  
  Border  

Kliniderm foam Border 7.5cm x 7.5cm 5   

10cm x 10cm 5   

12.5 x 12.5cm 5   

15cm x 15cm 5   

  Tegaderm Foam Adhesive 14.3cm x 14.3cm 10   

6.9cm x 7.6cm 10   

14.3cm x 15.6cm 10   

19cm x 22.2cm 10   

13.9cm x 13.9cm 10   

  Kliniderm Foam Silicone  
  (Non-Border) 

5cm x 5cm 5     Silicone Foam Dressings  
  WITHOUT a Border  

10cm x 10cm 5   

10cm x 20cm 5   

15cm x 15cm 5   

20cm x 20cm 5   

10cm x 17.5cm 5   

  Kliniderm foam silicone Lite 
  (Non- Border)   
   

10cm x 10cm 5   

15cm x 15cm 5   

6cm x 8.5cm 5   

20cm x 50cm 4   

  Mepilex XT  (Non-Adhesive) 10cm x 11cm 5   

11cm x 20cm 5   

15cm x 16cm 5   

20cm x 21cm 5   

Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      
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Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      

Silicone foam Dressings WITH 
border  
 
 
 
 
 

  Kliniderm Foam  

  Silicone Border 

7.5cm x 7.5cm 5   

10cm x 10cm 5   

12.5cm x 12.5cm 5   

15cm x 15cm 5   

10cm x 20cm 5   

10cm x 30cm 5   

15cm x 20cm 5   

 Kliniderm Foam 
 Silicone Lite  
 Border 
  

7.5cm x 7.5cm 5   

10 x 10cm 5   

15 x 15cm 5   

4cm x 5cm 10   

Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per week 

Quantity 
of packs  

required 

Category Dressing and type Size  

 

Pack size No. of 

dressing 
changes 

per week 

Quantity  

required 

      

      

      

      

      

For second & third line requests please complete below, these requests will not be processed without the form being completed in full: 
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Category Dressing and type Size  

(please circle) 

Pack size No. of 

dressing 
changes 

per week 

Quantity of 
packs  

required 

  Antimicrobial—Enzymatic  Flaminal Forte  15g 1   

50g 1   

Flaminal Hydro  15g 1   

50g 1   

  Antimicrobial—Honey    L-Mesitran  

Ointment  

20g 1   

50g 1   

Medihoney  5 x 5cm 5   

10 x 10cm 5   

Actilite   5cm x 5cm 10   

10cm x 10cm 10   

10cm x 20cm 10   

20cm x 30cm 10   

30cm x 30cm 10   

30cm x 60cm 10   

  Antimicrobial—Iodine     Inadine  5cm x 5 cm 25   

9.5cm x 9.5cm 10   

Iodoflex Paste  5g 5   

10g 3   

17g 2   

Iodosorb  10g 4   

20g 2   

Aquacel Ag + extra  5cm x 5cm 5     Antimicrobial - silver  

10cm x 10cm  5   

15cm x 15cm  5   

4cm x 10cm  5   

4cm x 20cm  5   

4cm x 30cm  5   

20cm x 30cm 5   

Aquacel Ag + extra  

ribbon  

1cm x 45cm  5   

2cm x 45cm 5   

Silvercel Non-adherent  5cm x 5cm 10   

10cm x 20cm  10   

11cm x 11cm 10   
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Care Home Dressing Prescription Request Form   
This form is to be completed to request prescriptions for dressings in line with the East Region Formulary   

  

 
G.P. surgery & address: ……..............……………………………………………………  

Patient Name: ………………………..…………………………………………………….  

DOB: …………………………………………CHI No:……………...............................  

Patient Address:…………………………………………………………………………...  

Nurse/AHP Name:…………………………………………  

   Date:……………  Nurse/AHP Contact telephone number:…………………………………  

Exudate Level Absorbency 
 
Low Exudate    
 
 
 

 

Moderate Exudate 
 
 

High Exudate   
 
 
 
 

Very High Exudate      

Reminder:  
• Extended use of some antimicrobials can lead to toxicity, please read manufacturer instructions before use and do not exceed 

maximum dose and use in line with the Scottish Ropper Ladder. These products should not be added to repeat prescription. 

  Authors: TVN Care Home SLWG      Approved by: Tissue Viability Service & Primary Care Pharmacy Service        Review date: June 2026   


