	COMMUNITY PHARMACY REPEAT DISPENSING PATIENT RECORD


	Name of patient
	Address

	D.O.B.
	

	PMR No.
	G.P.

	Date of Repeatable Rx
	No. of Issues
	Interval

	Special Instructions

	Notes



	
	Date
	Patient Present
	Rx Issued
	No. Items not dispensed
	Prescription received by:
	Signature

	1
	
	Y / N
	Y / N
	
	
	

	2
	
	Y / N
	Y / N
	
	
	

	3
	
	Y / N
	Y / N
	
	
	

	4
	
	Y / N
	Y / N
	
	
	

	5
	
	Y / N
	Y / N
	
	
	

	6
	
	Y / N
	Y / N
	
	
	

	7
	
	Y / N
	Y / N
	
	
	

	8
	
	Y / N
	Y / N
	
	
	

	9
	
	Y / N
	Y / N
	
	
	

	10
	
	Y / N
	Y / N
	
	
	

	11
	
	Y / N
	Y / N
	
	
	

	12
	
	Y / N
	Y / N
	
	
	


IMPORTANT
Before each issue the following information must be obtained from the patient:

	1. Confirm that the patient feels that their medical condition is unchanged.

2. Confirm that the patient is not aware of any side-effects from their medication.

3. Confirm that the patient is not taking any new medication; prescribed or OTC.

4. Confirm which of the items on the repeat prescription are required at this time.

5. Ascertain that the patient is continuing to take medication as prescribed




A signature must be obtained from the patient or representative upon issuing the medication to confirm the above.

If confirmed by phone the record should be signed by the member of staff who spoke to the patient or representative.
	RECORD OF INTERVENTIONS:



	Date 
	Details

	
	


