
Home Medication Review Referral
«datel»
Dear «selprefname»,
Thank you for agreeing to see «patientfullname», age «dob» with a view to conducting a HMR.  The patient's clinical details (eg. current medications, history summary, allergies, relevant investigations, immunisations, BP, height and weight) are attached for your information.

This patient fits the HIC criteria for HMR and has provided me with informed consent for you to proceed with this Item number.  I am this patient's usual GP. 

	Patient

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Mobile
	«phonem»

	
	«address3»
	Work Phone
	«phonew»

	Medicare
	«medicarenoandsubnumerate»
	M/C Expiry
	«medicareexp»

	DVA 
	«dvano»
	DVA Expiry
	«dvaexp»

	Pension / HCC
	«hccpensno»
	Pension / HCC
	«hccpensexp»


	Doctor / Referring GP

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1»
«siteaddr2» «siteaddr3»
	Email
	«docemail»


	Reviewing Pharmacist

	Pharmacist
	«selname»
	Phone
	«selphone»

	Address
	«selcompanyname»
	Fax
	«selfax»

	
	«seladdr1» «seladdr2»
	
	

	
	«seladdr3» «seladdr4»
	Email
	«selemail»


	Equipment or Aids Used or Owned by the Patient: 

	(Place cross (x) next to relevant item - highlight checkbox and type x)


	 FORMCHECKBOX 
    Peak Flow Meter
	 FORMCHECKBOX 
     Blood Glucose Meter

	 FORMCHECKBOX 
    Nebuliser
	 FORMCHECKBOX 
    Webster Pack

	 FORMCHECKBOX 
    Spacer
	

	Other: Please specify:      



	Issues that May Infuence Medication Use or Effectiveness: 

	(Place cross (x) next to relevant item - highlight checkbox and type x)

	 FORMCHECKBOX 
     Vision
	 FORMCHECKBOX 
     Hearing

	 FORMCHECKBOX 
     Language and/or literacy problems
	 FORMCHECKBOX 
     Swallowing

	 FORMCHECKBOX 
     Cognition (memory and comprehension)
	 FORMCHECKBOX 
     Dexterity (eg. manual dexterity)

	Other: Please specify:      


	Social History:

	Smoking status 
	  FORMDROPDOWN 
  FORMDROPDOWN 

	 Alcohol
	  FORMDROPDOWN 
  FORMDROPDOWN 


	Occupation  
	 «occupation»
	 Allergies
	 «printallergies»


	Problems and Medications


Issues/Problems:  
«printcurrentconditions» 
Medications: 

«printcurrentmedication»

	I HAVE EXPLAINED TO THE PATIENT:
 FORMCHECKBOX 
 the process in having a HMR; and
	THE PATIENT HAS CONSENTED:
 FORMCHECKBOX 
 to me releasing to the pharmacist information about their medical history and medications; and

	THE PATIENT UNDERSTANDS THAT:
 FORMCHECKBOX 
 the location of the HMR is at their choice, but preferably in their own home; and

 FORMCHECKBOX 
 the pharmacist who will conduct the HMR will communicate with me information arising from the HMR; and
	THE PATIENT HAS CONSENTED:
 FORMCHECKBOX 
 to me releasing their Medicare No. or DVA No. to the pharmacist for the pharmacist's payment purposes.

         (If the patient does not agree to releasing their Medicare No., the HMR service can still be provided)


Yours faithfully

 «docname»
 «docprov»
--------------------------------------------------------------------------------------------------------------------------------------------------------------

ACKNOWLEDGEMENT OF RECEIPT OF REFERRAL   (PHARMACIST TO FAX / PHONE / EMAIL to GP)
	From (community pharmacy):
	

	I have arranged to conduct a HMR for «patientfullname» on (Date:)
	

	The pharmacist conducting the interview is: (Name:)
	

	Signed:
	
	Date:
	



CLINICAL DETAILS FOR: «patientfullname»
	Medical Notes


«printclinicalhistory»
	Current Conditions


«printcurrentconditions»
	Current medications


«printcurrentmedication»
	Allergies 


«printallergies»
1

