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Appendix 6 – Transfer of Care template

This template was last updated and approved by SWL Medicines Optimisation Group: 23 January 2020

	TRANSFER OF CARE FORM
Drug or Drug Group for the treatment of Indication(s) in Patient group


	Section A: To be completed by the initiating organisation / clinician 

	Patient Details:   

	Surname:  
Forename: 
Address:   
Postcode: 
	DOB: 
NHS Number: (10 digits) 
Hospital number: 
Sex:  FORMCHECKBOX 
 Male                   FORMCHECKBOX 
 Female                

	GP Practice Details:
	Consultant Details:

	Name: 
Address: 
Tel no: 
Fax no: 
NHS.net e-mail: 
	Consultant Name: 
Organisation Name: 
Clinic Name: 
Address: 
Tel no: 
Fax no: 

	Dear Dr. 
This patient has been initiated on 

	Details of treatment plan on transfer

	
	Date initiated
	Dose on transfer
	Date of next review

	Drug name 
	
	
	

	I have supplied the first 
This transfer of care document should be reviewed in conjunction with the screening checklist and notification sent previously by the initiating clinician. If this has not been received, contact the consultant named above for details. (delete as appropriate)
All patients receiving 

	Monitoring 

	Test
	Result
	Date of test
	Please repeat test in: 

	Insert required test
	
	
	

	Insert required test
	
	
	

	Insert required test
	
	
	

	Other relevant information: 
……………………………………………………………………………………………………………………………………………………

	 FORMCHECKBOX 
 I confirm that I have prescribed in accordance with the local 
 FORMCHECKBOX 
 I confirm that the patient has been made aware of the benefits and risks of 
 FORMCHECKBOX 
 I confirm that the patient has had the dose assessed with respect to efficacy and tolerability, and the dose titrated 

     accordingly.
 FORMCHECKBOX 
 I confirm that I have provided additional information in form of 
 FORMCHECKBOX 
 I confirm that the patient has consented to treatment.
Add further information if required.
Name of Clinician: 


	Section B: To be completed where the GP is unwilling to take on prescribing responsibility and returned to the hospital consultant (details above) within 2 weeks If returned via e-mail, please use NHS.net email accounts ONLY

	 FORMCHECKBOX 
 I am not willing to accept the transfer of care for this patient for the following reason: 
……………………………………………………………………………………………………………….
……………………………………………………………………………………………………………….

GP name: 
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