GP CPCS Referral

To ensure we provide the pharmacies with the data they need, please provide the following patient information:

	Patient name:
	
	D.O.B.:
	

	Address:
	


	NHS number:
	
	Contact telephone number*:
	

	*It is very important to provide the number the patient will be available on, so the pharmacy can follow up if the patient does not call them.



Reason for referral (click/tick box):



April 2021
☐ Acne, Spots and Pimples
☐ Allergic Reaction
☐ Ankle or Foot Pain or Swelling
☐ Athlete's Foot
☐ Bites or Stings, Insect or Spider Blisters
☐ Constipation
☐ Cough, Cold and ‘Flu
☐ Diarrhoea
☐ Earache, Ear Discharge or Ear Wax
☐ Eye, Red or Irritable Eye, Sticky or Watery Eyelid Problems
☐ Hair loss
☐ Headache
☐ Hearing Problems or Blocked Ear
☐ Hip, Thigh or Buttock Pain or Swelling
☐ Itch
☐ Knee or Lower Leg Pain
☐ Lower Back Pain
☐ Lower Limb Pain or Swelling
☐ Mouth Ulcers
☐ Nasal Congestion
☐ Rectal Pain
☐ Scabies
☐ Shoulder Pain
☐ Skin, Rash
☐ Sleep Difficulties
☐ Sore Throat
☐ Tiredness
☐ Toe Pain or Swelling
☐ Vaginal Discharge
☐ Vaginal Itch or Soreness
☐ Vomiting
☐ Wound Problems - management of dressings
☐ Wrist, Hand or Finger Pain or Swelling

	GP practice:
	

	Name of person making referral:
	

	Date: 
	



Please send the completed form to the NHS.net email address of the chosen pharmacy.
