Referral Line: 604-327-0568 Referral Fax: 604-608-9387 Email: hm@wellpharmacy.com

. @ we[[nesspharmacy Bringing Pharmacy to Your Home Pharmacy Home Monitoring Program

Referral Information:

Referral Form

Reason for referral/current concerns: Email Address: Fax Number:

If requesting daily witnessed ingestion, please
handwrite “daily dispense” on the prescription.

Referred By: Phone Number:

Signature: Date (dd/mm/yyyy):

Patient Demographics

Patient Name: Phone:
Date of Birth (dd/mm/yyyy): Cell:
Care Card Number: Allergies / Intolerances:
Primary Language: Gender: [] Male [ Female
Address:
Email:
Caregiver Family/Caregiver (relationship):
Information Phone: cell:
Physician Family Physician:
Information . .
Medical Conditions/Medical History Phon.e.. Fax:
Please attach any discharge notes, Specialist (Type):
admin notes, etc. available to you to Phone: Fax:
help us better serve the patient. .
Email:
Case Manager Name:
Information Health Unit:
Phone: Fax:
Email:

Please check off services required

Medication Management

Patient Uni Need O Daily Witness Ingestion (DWI) of medication ] Medication Review and Reconciliation
atien nique Needs **please handwrite daily dispense on the prescription. (Virtual,/Visit)
L] Cognitive L] Literacy [] Blister Packaging [ insulin Injection/Training
L] visual [l Swallowing [] smart Blister Pack 1 misc Injection
O Hearing [l other: ; .
| Language [ smart Dispenser [ Transdermal Patch Application
O Opioid Agonist Treatment ] other
. Monitoring Services
Emergency Carries — — — —
] Blood Pressure Monitoring/Training [ Blood Glucose Monitoring/Training
In the event of extenuating L] weight L] other
circumstances (e.g. extreme weather), Specialty Services
staff may not be able to visit patient. 0 . T
Pharmacy will need to issue emergency Botox Compounded Medications
carries for the patient for continuity of [C] v Iron Infusion - appointment set-up within 1-2 weeks [ csAN Pronto Testing
care, otherwise their dose will be missed. O Biologics New Start and Switches and Patient Support Program Registration (PSP) - e.g.
[] Patient authorized for 2 days worth Adalimumab (Humira), Infliximab (Remicade), Etanercept (Enbrel), etc.
of emergency carries to be issued at [ other
pharmacy's discretion.
D Patient NOT aUthOriZed For D Fax Weekly reports Name:
emergency carries, patient to visit . . .
. . e.g. DWI, BP, BG, insulin doses)to: .
pharmacy or miss their dose. (eg ) Fax:
There is no additional charge to the patient for our “Pharmacy Home Monitoring Program” service.

(some restrictions apply)

www.wellpharmacy.com
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