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Patients, patient representatives, carers

Please give this form to your community pharmacist

Community pharmacy referral

Patient name:
NHS number:
Address:

Contact telephone number:

Date discharged:

Usual community pharmacy:

Other relevant patient
information:

GP details:

To the community pharmacist, please review the following changes with the patient as part of either
a Medicines Use Review or the New Medicine Service.

New or changed medicines and directions Reasons and suggested follow up
include dose and formulation changes review suggestions, adherence support and potential issues

Stopped medicines
include rationale and recommendations if needed

Please attach a current medication list for this patient to this referral form

Allergies
Causative medicine Brief description of reaction Probability of occurrence

Please complete referrer information on next page



Name of person referring:

Job title:

Name and address of
organisation:

Telephone number & bleep:

Email address:

Fax number:

Signed:

(] I would like to be informed of the outcome of the MUR or NMS (tick if required)

Notes and outcome of community pharmacy intervention

For community pharmacist use — send a copy to referrer if requested above




