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NHS Wales Shared Services Partnership 

 
APPLICATION FOR PAYMENT UNDER THE NHS ESSENTIAL 

SMALL PHARMACIES SCHEME – 2022/2023 
 

1: Name of Applicant 

 

 

 

2: Name and Address of Pharmacy 

 

 

 

 

 

  

3: Name and Address of nearest pharmacy 
 

 

 

 

 

4: The distance by the nearest practicable route available to the 

public on foot between my pharmacy and the pharmacy named at 3 
above is  __________ km. 
 

5: The normal number of hours of service provided each week by 
my pharmacy is __________ hours. 
 

6: The estimated number of items dispensed at the pharmacy 

named at 2 between 1st January and 31st December 2021 was 
___________. 
 

7: The estimated number of items which I expect to dispense at the 
pharmacy named at 2 in the 12 months from 1st April 2022 is 

___________. 
 

8: Only to be completed when the expected number of items 

dispensed is less than 6000 prescriptions: 
 

(a) I request that the HB certifies that the pharmacy named at 2 

is essential to the provision of proper pharmaceutical services - 
Please give reasons on a separate sheet. 

 

(b) The date which HB last certified that the pharmacy 
 named at 2 was essential was _____________. 

 



 

2 

 

9: Any other relevant comments: 
______________________________________________________________ 
 
______________________________________________________________ 
 

10: I apply for 12 monthly payments from 1st April 2022 under the 

scheme in respect of the pharmacy named at 2 which, at 31st 
January 2022 will have been included in the HB’s pharmaceutical list 

for not less than 10 months. 
 

I certify that the information is correct to the best of my knowledge.  

I understand that if I should be granted ESPS payments and be 
subsequently found to be disqualified from the Scheme by not 

fulfilling the criteria specified in Part XIIB of the Drug Tariff, I will be 
required to repay all sums paid to me under the scheme by the 

granting of this application. 
 

GPhC Reference Number: __________________________ 
 

Signed: ___________________ Date: _________________ 
                                                   

 

                                                       Pharmacy Stamp 
 

 

 

 

 

 

 

 

 
 

This form should be completed and returned by 28th February 

2022 to: 
Contracts Management 

PCS, Floor 3, Matrix House, Northern Boulevard, Matrix Park, Swansea Enterprise 

Park, SA6 8BX 
 

(01792) 860481 
 

nwssp-primarycareservices@wales.nhs.uk 
 

 

mailto:awpd@wales.nhs.uk

