Batch Repeat Dispensing Service — Referral form

Referral form BRD-W9

Patient name and address /
label:

Date of birth:

GP practice (name and tel no):

Pharmacy (name and tel no):

Carer (name and tel no):

Dear Doctor,

I am referring this patient to potentially participate in the Repeat Dispensing Scheme as
their medication regimen and medical condition complies with the criteria we agreed for
patient selection:

e Patients medical condition has been stable on current medication
e Patient is not taking any Schedule 2 & 3 Controlled Drugs
e Patients has had the same medication regimen for over 6 months

Additional Information

Name (printed):

Position / occupation:

Base:

Signature

Please complete this form and send to the patient’s GP as per agreed protocol.

BRD-W9



