
  

  

SERVICE LEVEL AGREEMENT  

Community Pharmacy Local Enhanced Service   

Community Pharmacy Blood Pressure Check Service  

 

1. Parties to the Agreement.    

       This agreement is between: ……….…………………………………...............................................  

                     …….…………………………………………………………………………………   

                                 ……………………………………………………………………………………….  

                     [Contractor name & address]     

and Hywel Dda University Health Board.  

  

2. Purpose of the Agreement  

This agreement relates to the completion of a blood pressure check in a participating Community 

Pharmacy. 

  

3.   Agreement Period  

a) The agreement will commence on ………………………………………………………….  

b) The agreement may be terminated without penalty by either party following the provision of 30 

days written notice to the other party.  

  

4. Contractor / Pharmacist Responsibilities  

a) Participation:  

Prior to commencement of the service, the pharmacy contractor must sign and return this SLA to 

Hywel Dda University Health Board with a Premises Listing Form. The Pharmacist or Pharmacy 

Technician will confirm that the identified training has been completed by submitting a 

Pharmacy Staff Listing Form.    

b) Management of patients:  

The contractor will ensure that only the named Pharmacist or Pharmacy Technician undertakes 

this service and that the provisions set out in the service specification are adhered to.    

c) Record Keeping & Claiming:  

All necessary records that are set out in the service specification must be completed and 

notifications sent to the patient’s GP practice in a timely manner.  

d) Facilities:  

The contractor will ensure that there is a consultation room. 

e) Reporting:   

The contractor will notify the Medical Director of the Health Board of any significant adverse 

incident which arises due to or related to the provision of this service.   



5.  Health Board Responsibilities  

a) The Health Board will ensure that payments are made promptly following submission of claims.   
  

 

6. Fees  

The following service fees will apply for the service:  

(i) Consultation Fee of £15   

 

 

7. Verification & Evaluation  

a) An audit trail must be available at the pharmacy for inspection by the Health Board’s authorised 

officer or officers acting on its behalf.  

b) Participating Pharmacists and Pharmacy Technicians will be required to provide feedback on the 

service to inform development and potential roll out of the service.  

  

I/we agree to participate in the Pharmacy enhanced service described above under the  

Pharmaceutical Services (Advanced and Enhanced Services) (Wales) Directions 2005 (Amended) Part 

4(1)(m) in accordance with the service specification.  

___________________________________________________________________________  

Signed for on behalf of the Pharmacy Contractor   

Signature …………………………………………...............................................                      Date …………...........  

Name ………………………………………………...............................................  

Designation ...........................................................................................................  

Signed for on behalf of Hywel Dda UHB  

Signature ……………………………………………....................................……..                     Date ……………………  

Name ………………………………………………………..........................................  

Designation .........................................................................................................  

Return completed SLA via email to Communitypharmacy.HDD@wales.nhs.uk  

  


