	PART A - CONSENT

	Patient          ………
AND

Relative/Carer (if appropriate)    ………
OR

Relative/Carer on behalf of Patient   …………
(if patient unable to consent)
If relative/carer consents on behalf of patient, please document reason:

These persons have verbally consented to a CCG Pharmacist working in liaison with the patient’s GP, Community Pharmacist and other care professionals, as appropriate to assist with management of the patient’s medication.
	Date of Consent: 
Patient contact details (telephone number) –

if appropriate:        

Relative/Carer contact details (tel. no.) –

if appropriate:

Name:

Relationship to Patient:                                                                                                                                              

	Patient Name:


	DOB:
	Hospital Number:


	Discharge Date:



	To discuss cases with the CCG Pharmacist please telephone: 0203 668 1331

	PART B – REFERRAL DETAILS

	GP Practice and Name of GP (from patient):



	Community Pharmacy: (State reason if not able to ascertain)


	Reason for admission: 

Reason for Referral (tick ONE option)
Drug related
Adherence related

Medicines related admission

Diabetes related admission due to potential non-adherence
Readmission due to medications

Potential adherence concerns 

Inappropriate prescription of a medication for a Long Term Condition (unable to amend in hospital)

All new requests for a compliance aid

Multiple changes to  medications 

Other adherence support tools (specify):

Discharged on a complicated  medication regime

Cognitive impairment impacting on medicines taking, not previously addressed e.g. dementia with no support in place 

Drugs requiring monitoring where no monitoring is in place

Physical impairment impacting on medicines taking, not previously addressed

Admission due to possible medication related fall 

Inhaler technique concerns  
Poly-pharmacy
Other:
Review of medicines to be re-initiated post D/C
Additional SCR discrepancy
Patient initiated on a high risk medication

Other: 

Direct referral to community pharmacy 

Provide further details for the reason for referral: (This section MUST be completed).
Please include specific drug names, expectations of referral. 


	Action taken by CUH Pharmacy:



	Potential barriers identified?  e.g. language, other communication difficulties, cognition:



	Others involved in patient care, e.g. social services, medical specialties /community teams 

(if appropriate include consent for contact/contact details):  



	Name of referrer:
	
	Email: 
	

	Job title:
	
	Date form completed:
	

	Name of team:
	
	

	For MI use only: 
	Referral Number: 

FINAL Discharge Notification attached:  YES    /   NO


Note: 
Patients are usually followed up in 7-14 days; do not use this form to refer urgent issues.
Annotate TTA “Pharmacy follow-up requested”. 
Email referral form to the CHS Pharmacy team at: mhn-tr.chsmedinfo@nhs.net  Include ‘Discharge referral’ in the subject line.
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