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YOURmeds Referral & Consent Form
Section A: User’s details
*Required Fields 
	NHS Number*
	

	Title *
	

	First Name(s) *
	

	Middle Name(s)
	

	Last Name *
	

	Date of Birth * (DD/MM/YYYY)
	

	Phone Number *
	

	User email address *
	

	LIQUID LOGIC NUMBER *
	

	Assessor Name *
	

	Assessor Email *
	

	Assessor Contact Number *
	

	Patient’s Pharmacy & Postcode *
	

	GP Surgery & Postcode *
	

	Consent to Change Pharmacy to YOURmeds Partner *
	YES
NO

Please tick – Note: Working with a YOURmeds partner will significantly speed up the service

	Date Medication was last received
	


[bookmark: _Toc61272569]
How we will use your data to supply YOURmeds
Please see our privacy policy for further details on how we use your data. 

Section B:  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 YOURmeds.  
	Med Round
	Start
	End
	Beeping

	1
	
	
	At Start of Round b) After 15 minutes

	2
	
	
	At Start of Round b) After 15 minutes

	3
	
	
	At Start of Round b) After 15 minutes

	4
	
	
	At Start of Round b) After 15 minutes



	
	APP
	Email
	Text

	How do you want your supporter to be informed?
	
	
	



Section C:  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. As a nominated responder the person/s below are agreeing to receive medication alerts via the YOURmeds smartphone app.  They will require either an Android or Apple smart phone with data access to install the app and receive notifications.  As a responder they are agreeing to make timely contact with the cared for person and carry out appropriate action as required * Required Fields
	Responder 1 Name *
	

	Phone *
	

	Email Address *
	

	Relationship to Patient
	

	Responder 2 Name *
	


	Phone *
	


	Email Address *
	


	Relationship to Patient
	
	




	Signature 



	Date
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