
 

 

PHARMACIST REFERRAL FORM 
   
PATIENT’S DETAILS  

Surname  

Forename(s)  

Address 

Telephone no. 
Post Code         

 
Title Mr  Mrs  Miss  Ms  Other  Sex M F  

 
Date of birth         CHI no.           

 
Urgency of referral (give reason if other than routine) 
Urgent  Soon  Routine 

 
 
Dear __________________________                                       
 
A. I have identified that the above patient has the following problem(s). This will/ will not require any 
action from you please consider the proposed action. 

Care issue/problem Action taken or proposed 

  

  

  

  

 
REFERRING PRACTITIONER DETAILS     
Name 

Address of referring practitioner 
Telephone: 
 
 
 
Fax: 

Postcode 
        

Email: 

 
FOR USE BY RECEIVING PROFESSIONAL 

 

TO BE ACTIONED BY: 

Doctor  Pharmacist Nurse  Clerical Staff

Other ________________________________________ (Please specify) 

Please contact the referring pharmacist at the above contact number with details of the outcome. 
Comments: 
 
 

Contact made by: ______________________   Date: ______________


