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COMMUNITY PHARMACIST LIAISON FORM  
Initiating a diagnostic and therapeutic measure in a person with signs and symptoms 
of bacterial pharyngitis/tonsillitis  

Institutional logo here 

PHARMACY (OR PHARMACIST) IDENTIFICATION 
NAME: 

TELEPHONE NUMBER: FAX NUMBER: 

This form is the original. It has 2 pages. The pharmacy (or pharmacist) whose name appears above is the only recipient. The 
original of this form will not be reused.  

DRUG IDENTIFICATION AND DOSAGE 

CHECK 
chosen 
option 

Antibiotic Dosage (please complete) Recommended dosage for 
CHILDREN 

Recommended 
dosage for 

ADULT 
First-Line 

□ Penicillin V ____ mg PO BID for 10 days 

50mg/kg/d PO ÷ BID 
Child weighing 27 kg or less: 

300 mg PO BID. 
Child weighing more than 27 kg: 

600 mg PO BID. 

600 mg PO BID 

□ Amoxicillin2 ____ mg PO __ times per day for 10 days
50mg/kg/day PO ÷ BID (or QD)

Maximum 500 mg PO BID or 
1000 mg PO QD 

500 mg PO BID 
(or 1 000 mg QD) 

Alternative in case of a history of allergy, if a beta-lactam can be administered1 

□ Cefadroxil2 1000 mg PO QD for 10 days n.a. 1 000 mg PO QD 

□ Cephalexin2 ____ mg PO BID for 10 days 
50mg/kg/day PO ÷ BID 

Maximum 500 mg PO BID 
500 mg PO BID 

Alternative in case of a history of allergy, if a beta-lactam can NOT be administered1 

□ Clarithromycin2 ____ mg PO BID for 10 days 
15 mg/kg/day PO ÷ BID 

Maximum 250 mg PO BID 
250 mg PO BID 

□ Azithromycin
____ mg PO QD for __ days 

____ mg PO QD pour __ days 
(total 5 days) 

12 mg/kg PO DIE 
Maximum 500 mg PO DIE 

500 mg PO 
on day 1, then 
250 mg PO QD 

for 4 days 

□ Clindamycin 300 mg PO TID for 10 days n.a. 300 mg PO TID 

1. Penicillin’s, cephalosporins and carbapenems
2. In the presence of renal impairment, an adjustment may be necessary.
*For additional information, consult Québec national medical protocol No. 888054 on INESSS’s website.

Collective prescription number (if applicable): 

Institution : 

PATIENT IDENTIFICATION 
Last name : 

First name : 
Date of birth : 
Health insurance number : 

Weight (for children) : 
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IDENTIFICATION OF THE HEALTH PROFESSIONAL WHO EXECUTES THE PRESCRIPTION 

Name, Surname: 

Practice license number: 

Telephone number: 

Signature:  Date: 

PRESCRIBING PROFESSIONAL IDENTIFICATION  

Name, Surname: 

Practice license number: 

Telephone number: 

FAX TRANSMITTAL TO COMMUNITY PHARMACY 
(to be completed only if the sender is different from the authorized professional) 

Sender’s Name:  

Date and time fax sent: 
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