SUGGESTED FORM FOR TRANSFER OF A PATIENT’S DRUG HISTORY TO SECONDARY CARE BY EMAIL

Patient details
	Full name of patient
	

	Address
	

	DOB
	

	NHS Number
	

	GP/Practice name
	

	Other relevant contacts e.g. Consultants name, usual community pharmacy, specialist nurse
	

	Weight (if under 16 years old)
	

	Allergy status or adverse reactions to medicines 
	Include causative medicine, brief description of reaction, probability of occurrence

	Relevant medical history


	





Current Medication 
(Please list all medicines including inhalers, eye/ear drops, patches, injections)

	Generic name of medicine
(include brand if relevant)
	Form
	Dose strength
	Dose frequency / time
	Route
	Reason for medication if known
	Comments (e.g. intended duration)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



Other relevant information 
	Additional information e.g.  therapeutic monitoring arrangements, increasing/decreasing dosage regimens, Monitored Dosage System (MDS) etc
	

	Details of any medicines that are not prescribed by the GP practice (e.g. clozapine):



	Name, time, date, job title of person completing record
	

	Contact telephone number for queries
	

	Signature
	



