
Covert medication care pathway review 
 

Name of patient   DOB 

 

Location 

Is treatment still necessary? If so, explain 
why. 

 

 

 

 

 

Is covert administration still necessary? If 
so, explain why. 

 

 

 

 

 

Who was consulted as part of the review?  

 

 

 

 

Is legal documentation still in place and 
valid? 

 

 

 

 

 

 

 

Date of next review  

 

 

 

 

 

 
Signed:     (Name) 

(Designation) 

(Date) 

   
 


