

HOME MEDICINES REVIEW REPORT FOR ITEM 900
	Patient
Name: 
Address: 
Date of birth:      /     /      
Age:
Medicare number: 
	Medical practitioner
Dr 
Address:
Phone:                  
Fax:  
Provider no:  
	Community pharmacy
Name:
Address:
Phone:
Fax:

	Date of referral:  
Date of review:  
Date of report:
	Reason(s) for referral:  
	Contact pharmacist:



Dear Dr << name >>
Thank you for the HMR referral. I conducted the HMR in the home today. We discussed ……
Patient discussion: << include patient concerns, beliefs, attitude, preferences, therapeutic goals >>
Medication management: << consider frailty, cognition, dexterity, functional capacity, self-management, pill burden, end-of-life care, include advice and resources provided to patient >>
Assess medication adherence: << may include recommendation for DAA >>
Recommendations for simplifying current medication regimen: << dose frequency, dosing interval, pill burden, dosage form, difficulty drug handling >>
Address reason for referral:
This reconciled medication list has been compiled based on information provided by << patient >>, your current medication list and << pharmacy >>.








Medication summary 
Note: Any differences between the list provided in your referral and this table are shown in bold italics. Any additional medicines taken by the patient are marked with **
	CURRENT medications – active ingredient (brand name), strength, dose form, directions
	Directions and usage pattern (according to patient)
	Comments (knowledge, labelling, storage, adherence, ADRs) and actions taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Allergies (delete table if none recorded and input No Known Allergies) 

Medication name	Issue
	
	


Immunisation history

Immunisation	Yes (when received)/
Not due/Declined	Comments (due date, NIP, other) 
Influenza		
COVID		
Pneumococcal 		
Shingles		
Respiratory Syncytial Virus 		
<<Other>>		





Thank you for your time in reviewing this report and implementing any changes deemed appropriate. Please find attached a draft Medication Management Plan for your consideration. Please do not hesitate to contact me to discuss the recommendations if needed. 

[image: ]
Follow-up: Up to two follow-up services after an initial HMR are now funded for pharmacists (after 1 month and before 9 months). I plan to follow-up with << patient name >> after you have developed the medication management plan to << reason for follow-up >>. A record of the follow-up service will be forwarded to you.




Patient name:                                                                                    DOB: 

	Potential/actual medication-related problems
	Recommendations
	Medication Management Plan / GP response

	<< Pain management >>
	
	
□ No action required
□ Action (comment below):




	<< Drug interactions >>
	
	
□ No action required
□ Action (comment below):



	<< Anticholinergic and sedative burden >>
	<<DBI calculator>>
	
□ No action required
□ Action (comment below):



	<< Falls prevention >>
	
	
□ No action required
□ Action (comment below):



	<< Heart failure management >>
	
	
□ No action required
□ Action (comment below):




	<< Long-term PPI therapy >>
	
	
□ No action required
□ Action (comment below):



	<<Other services provided in the review >>
	<<BP check>>
<<BGL check>>
<<Inhaler technique assessment>>
<<CVD check>>
<<AUSDRISK>>
<<GARFIELD>>
<<HAS-BLED>>
<<CHA2DS2VASC>>
<<PHQ-9>>
	
□ No action required
□ Action (comment below):




Pharmacist signature:                                                              Date:     /    /                              Medical practitioner signature:                                                         Date:   /     /






CONFIDENTIALITY NOTICE AND DISCLAIMER

The information provided in this transmission may be confidential and/or protected by legal professional privilege, and is intended only for the person or persons to whom it is addressed. If you are not such a person please note that any disclosure, copying or dissemination of the information is unauthorised. If you have received the transmission in error, please immediately contact me by telephone or email, to inform me of this error; and please make arrangements for destruction of the transmitted information. No liability is accepted for any unauthorised use of the information contained in this transmission.
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