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YOURmeds Referral Form
[bookmark: _Toc61272568]Section 1:  About the service user
*Required Fields 
	User ID Number*
	

	NHS Number: *
	

	Title *
	

	First Name(s) *
	

	Middle Name(s)
	

	Last Name *
	

	Date of Birth * (DD/MM/YYYY)
	

	Phone Number *
	

	Address Line 1 *
	

	Address Line 2
	

	City *
	

	Post Code *
	


[bookmark: _Toc61272569]GP & Pharmacy
	Surgery Name *
	

	GP Name *
	

	Pharmacy Name *
	

	Pharmacy Address *
	

	Pharmacy
We will contact your current pharmacy to ask them to come on board as a pharmacy partner.  If they don’t respond within 48 hours we will renominate your prescription to a new pharmacy.  Please TICK the box.
	
	Yes – renominate to a YOURmeds Partner 

	
	
	

	
	
	

	
	
	


Section 2:  Assessment Checklist and Medication
	Why have you referred this user for a YOURmeds assessment?





	What support is the user receiving currently to help with medication – med visits, memory reminders, does someone live with them?
	


	How often does the supporter currently attend to help with medication?
	

	Can the user change the medication pack in the switch unit
	YES                                       NO

	If No, does the user have a supporter/carer who could attend on a weekly basis to change the medication pack
	YES                                       NO

	If No, this user will require a weekly prescription in order to use the YOURmeds device

	Is the user on weekly or monthly prescriptions
	Weekly                                Monthly



About Your Medication 
We need to programme a schedule on when to take your medicines.  To enable you to be as adherent as possible, please try and have large timeframes per medication round. Please note that changes to your medication schedule will be done via your pharmacy.  
	Medication Round
	Earliest Time
	Latest Time

	1
	                        
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	6
	
	

	7
	
	

	8
	
	

	9
	
	

	10
	
	

	
	
	

	Next prescription date?
	

	How many days of medication do you have currently?
	

	What is the date today?
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Section 3:  Supporters - Nominated Family and Friends
Please nominate at least 1 friend or family member that will receive a notification when a medication has been forgotten, they will be responsible for contacting and reminding you. They will require either an Android or Apple smart phone with data access to install the app and receive notifications. * Required Fields
	Responder 1 Name *
	

	Phone *
	

	Email Address *
	

	Relationship to Patient
	

	Responder 2 Name *
	


	Phone *
	


	Email Address *
	


	Relationship to Patient
	
	

	Responder 3 Name *
	


	Phone *
	


	Email Address *
	


	Relationship to Patient
	


	Responder 4 Name *
	


	Phone *
	


	Email Address *
	


	Relationship to Patient
	


	Responder 5 Name *
	


	Phone *
	


	Email Address *
	


	Relationship to Patient
	




Should you wish to change the order of response please contact YOURmeds on 02393 55 3043 and ask for Technical Support.




User Consent – consent to pharmacy/dispensary referral
	I agree that a referral can be made to YOURmeds to assist me with my medication.  I agree that the relevant medical information can be shared with.  
· My GP (doctor) to help them provide care for me
· My pharmacy or renominated pharmacy who provide or will provide my medication
· The YOURmeds service – whilst I am using the service

	Signature 



	Date

	If the user is unable to sign, we MUST have a signature of the person signing on behalf and the reason why to minimise the risk of delay in the onboarding process, otherwise the referral may be declined

	Name of person signing on behalf




	Relationship to user

	Reason user cannot sign:





Return the form to YOURmeds through a secure portal like Egress to referrals@yourmeds.net

	Name of person completing this form*
	

	Phone *
	

	Email Address *
	

	From submission date:
	



Once we receive the referral form, we will contact the person submitting the form to acknowledge receipt, if you do not receive an acknowledgment within 1 working day please contact your YOURmeds on 02393 553043.
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