(PHARMACY LOGO AND LETTERHEAD)

Date

Dear Dr…………………………….
Your patient   Mr / Mrs …………………  appears to be having issues with their medications, in particular ……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
We seek your consideration of a Home Medicine Review (HMR) referral (MBS Item 900) for your patient to be referred to their pharmacy. This referral would allow a pharmacist to visit your patient to provide comprehensive education on their medications, provide tips on optimising medication intake and the pharmacist will then report back to you.

We think that the HMR service may help your patient to understand their medications better and may pick up any potential medication problems.

INDICATION FOR HMR 
(Please tick appropriate boxes – at least one must be ticked to establish clinical need for HMR)

	 currently taking 5 or more regular medications                              
	 sub-optimal response to treatment with medicines

	 taking more than 12 doses of medication per day
	 suspected non-compliance or inability to manage medication related therapeutic devices

	 significant changes made to medication treatment regimen in the last 3 months
	 literacy or language difficulties, dexterity problems or impaired sight, confusion / dementia or other cognitive difficulties

	 medication with a narrow therapeutic index or medications requiring therapeutic monitoring
	 patients attending a number of different doctors, both general practitioners and specialists 

	 symptoms suggestive of an adverse drug reaction
	 recent discharge from a facility / hospital (in the last 4weeks)

	 patients having difficulty managing their own medicines
	


Yours Sincerely,
……………………………….

Pharmacist
(Your name) Pharmacy
