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[bookmark: _Hlk155266515][bookmark: _Hlk155602847]Referral to Medicines Optimisation in Care Homes (MOCH) Service
This form is for electronic completion by a healthcare professional
	[bookmark: _Hlk155602740]CARE HOME DETAILS
	PATIENT DETAILS

	[bookmark: _Hlk155274173]*Name of care home:                                                

	*NHS Number:                                                	
	*DOB:

	*Care home address & postcode:
	*Title: Mr/Mrs/Miss/Other

	
	*Family Name:

	
	*First Name:

	
	*Gender:  male / female

	Care home telephone number:
	*Last hospital admission date

	Care home manager name:
	*Last hospital discharge date

	Care home manager email and telephone:
	*Reason for admission

	Type of care home (Click in the box below and select from the drop-down list)
	

	Choose an item.	*Number of hospital admissions in the last 6 months:

	
	*Is patient aware of referral:   Yes / No

	GP DETAILS
	Other relevant patient information if applicable:

	*GP name:
	

	*Practice Name:
	

	*Contact telephone number and email:
	

	REFERRAL DETAILS

	Reason for Referral (Click in the box below and select from drop-down menu)

	Choose an item. 

	You MUST complete the section on patient details If the reason for referral is for Post medication Review or Polypharmacy /high risk medication review. Please only use page 2 to complete the patients details if referring multiple patients.  

	Please provide further details if applicable        




	Any Other relevant Information?


	*Name of referrer:
	FOR OFFICE USE ONLY

	*Job title and organisation of referrer:
	Date and time referral received:

	*Referrer contact details:
	Response to referrer sent:

	*Date of referral:
	Actions taken: 

	Is the care home aware of referral:   Yes / No
	



Referral to Medicines Optimisation in Care Homes (MOCH) Service
This form is for electronic completion by a healthcare professional
	[bookmark: _Hlk155602788]PATIENT DETAILS
	PATIENT DETAILS

	*NHS Number:                                                	
	*DOB:
	*NHS Number:                                                
	*DOB:

	*Title: Mr/Mrs/Miss/Other
	*Title: Mr/Mrs/Miss/Other

	*Family Name:
	*Family Name:

	*First Name:
	*First Name:

	*Gender:  male / female
	*Gender:  male / female

	*Last hospital admission date
	*Last hospital admission date

	*Last hospital discharge date
	*Last hospital discharge date

	*Reason for admission
	*Reason for admission

	*Number of hospital admissions in the last 6 months:
	*Number of hospital admissions in the last 6 months:

	*Is patient aware of referral:   Yes / No
	*Is patient aware of referral:   Yes / No

	Other relevant patient information if applicable:
	Other relevant patient information if applicable:

	PATIENT DETAILS
	PATIENT DETAILS

	*NHS Number:                                                	
	* DOB	
	*NHS Number:                                                
	* DOB	

	*Title: Mr/Mrs/Miss/Other
	*Title: Mr/Mrs/Miss/Other

	*Family Name:
	*Family Name:

	*First Name:
	*First Name:

	*Gender:  male / female
	*Gender:  male / female

	*Last hospital admission date
	*Last hospital admission date

	*Last hospital discharge date
	*Last hospital discharge date

	*Reason for admission
	*Reason for admission

	*Number of hospital admissions in the last 6 months:
	*Number of hospital admissions in the last 6 months:

	*Is patient aware of referral:   Yes / No
	*Is patient aware of referral:   Yes / No

	Other relevant patient information if applicable:
	Other relevant patient information if applicable:



Please note – Fields marked with an asterisk are mandatory. Please email your referral to bht.carehomereview@nhs.net using “Referral to Medicines Optimisation in Care Homes (MOCH) Service” in subject heading
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