
Cellulitis Kit Re-Order Form 
 
 

Practice Name:    
 
Address:    
 
Fax:    
 
Phone:   
 
Please provide details below on who the last kit was used on, prior to re-supply.  
 

Patient demographics  
NHI:    
 

If NHI unknown please supply: 
Patient Name:   
 
Street Address:   
 
Date of Birth:   
 
Gender:   

 
Ethnicity (circle one): European 
 Maori 
 Pacific 
 Asian 
 Other:   

 
Cellulitis Treatment 
Treatment start date:    
 
Treatment provider 
of 2nd & 3rd dose (circle one): District Nursing Practice Team A&M 

 
 

Please email to 
Pharmacy.DispensaryRequests@tdhb.org.nz 

Pharmacy Department 
Taranaki Base Hospital 
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