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Example Pharmacist Referral to Physician

Date:____________________________

Physician Information

Physician Name____________________________________________________________________

ATTN: [insert nurse or support staff contact]____________________________________________

Address__________________________________________________________________________

Office Phone__________________________________Fax Number__________________________

Patient Information

Patient Name_ ____________________________________________________________________

Address__________________________________________________________________________

Date of Birth _______/_______ /_______

Sex/gender:  o Male  o Female

Reason for Consultation

This patient is being referred to your practice for the following reasons:_ _____________________

________________________________________________________________________________

Referring Pharmacist’s Comments	

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Referring Pharmacist’s Information

Pharmacist Name__________________________________________________________________

Pharmacy Name___________________________________________________________________

Pharmacy Address_________________________________________________________________

Pharmacy Phone Number______________________Pharmacy Fax Number___________________

Pharmacist E-mail__________________________________________________________________

Attachments

o	Complete Medication List

o	Other (please list)	________________________________________________________________


