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PHARMACIST / PHARMACY STAFF LISTING FORM 
 

NHS PHARMACEUTICAL SERVICES – 

Blood Pressure Check Service 
 

Pharmacist / pharmacy staff listing form which is to be submitted to Hywel Dda Health Board by 
a pharmacist or pharmacy technician that has completed the training for the Blood Pressure 
Check service and wishes to be listed. 

 

DETAILS OF THE PHARMACIST / PHARMACY TECHNICIAN 
 

Name of Pharmacist/Pharmacy Technician ___________________________________ 
 
Correspondence Address: ___________________________________________ 
 
_______________________________________________________ 
 

GPhC Registration Number: __________________________________________ 
 
Date of Registration __/__/__     [if applicable] 
 
 

RELEVANT TRAINING (PLEASE ✓ AS APPROPRIATE) 
 

I declare that I have a current working knowledge of the following areas:  
 

• Protection of Vulnerable Adults     

• Information Governance      
 
I have received training provided by Hywel Dda Health Board on the Blood Pressure 
Check Service  
                                                                                                                                    
 

I have read and understood the service specification for the Blood Pressure Check 
Service                                      

      
 
AGREEMENT AND DECLARATIONS 
 
I agree: 
 

➢ To carry out the Blood Pressure Check Service according to the service 
specification. 

 
➢ To submit reports and records as and when requested. 
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Blood Pressure Check Service 01/04/2023 

I declare:  
 

➢ That I have professional indemnity cover relevant to the provision of the Blood 
Pressure Check service (if relevant to my role) 

 
➢ The information on this form is correct and I seek accreditation to be approved to 

provide the Blood Pressure Check Service. 
 
 
Applicants Signature: ________________________________  Date:___/___/____ 
 
 
Please submit this form to: CommunityPharmacy.HDD@wales.nhs.uk 
 
 
For HDUHB Use Only 
 

Application Checked 
and logged by: 

 Date:     /     / 

 
NHS Wales SSP notified on (for entry onto All Wales 
Pharmacy Database) 

  
Date:   

    
   /     / 

 

 
 
 
 
 

 

 

 

 

 

 

 

 


