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e-mail: ramseykr@protonmail.com
Home Medicines Review Referral Form (HMR/DMMR) – MBS Item Number 900




Accredited medication review pharmacists:
Mr Kym Ramsey B.Pharm, MPS, AACPA (MRN 5724)
Mrs Rachael Ramsey B.Pharm, MPS, AACPA (MRN 9635)
PLEASE ATTACH PATIENT MEDICATION, RELEVANT LABORATORY RESULTS AND ANY OTHER RELEVANT INFORMATION TO HELP WITH THE REVIEW.
To Kym or Rachael, can you please conduct a HMR/DMMR for the following patient: (please circle one name if the patient has a preference)
	Name:

	Doctors Stamp/Contact Details/Provider Number:



	

	Address: 
	

	Date Of Birth:
	

	Medicare/DVA number:
	

	Date of Last Review (if known):
	



I confirm that:     	The Patient is at risk of, or experiencing, medication misadventure    
There is an identifiable clinical need for a review
Reason for Review: ………………………………………………………………………………………………………………………………………                 (please add extra information in comments below if necessary)
A subsequent HMR may only be conducted if more than 24 months has elapsed since the date of the most recent Patient Interview or when the Patient’s medical practitioner (Referrer) specifically deems a subsequent review is clinically necessary, such as when there has been a significant change to the Patient’s condition or medication regimen.
Please tick reason(s) for review: (if <24 months since previous interview)
Discharge from hospital after an unplanned admission in the previous 4 weeks
Significant change to medication regimen in the past 3 months
Change in medical condition or abilities (including falls, cognition, physical function)
Prescription medicine with a narrow therapeutic index or requiring therapeutic monitoring
Presentation of symptoms suggestive of an adverse drug reaction
Sub-Therapeutic response to therapy
Suspected non-compliance problems with managing medication related devices
Risk of, or inability to continue managing own medicines, due to changes in dexterity, confusion    or impaired vision

Additional Comments/Information from Doctor:

….…………………………………………………………………………………………………………………………………………………………

….…………………………………………………………………………………………………………………………………………………………

….…………………………………………………………………………………………………………………………………………………………

….…………………………………………………………………………………………………………………………………………………………

….…………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………….
I HAVE EXPLAINED TO THE PATIENT:
 the process involved in having a DMMR; and
 that they may nominate an accredited pharmacist or community pharmacy to conduct their review and are happy for us to perform the review; and

THE PATIENT UNDERSTANDS THAT:
 the location of the review is in their own home; and
 the pharmacist who will conduct the DMMR
will communicate with me information arising
from the DMMR; and

THE PATIENT HAS CONSENTED:
 to me releasing to the pharmacist information
about their medical history and medications;
and
 to me releasing their Medicare No. or DVA
No. to the pharmacist for the pharmacist’s
payment purposes. 



















Date: ___________________________ General Practitioner’s Signature: _____________________________

PLEASE SCAN AND EMAIL THIS REFERRAL WITH ALL SUPPORTING INFORMATION TO: ramseykr@protonmail.com
(Please note our email service is done through protonmail which is an encrypted email service that is HIPAA compliant, which allows for the transfer of medical information with reduced risk of privacy breaches).
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Australian Government  This program is funded by the Australian Government Department of Health as part of
fae Department of Health the Seventh Community Pharmacy Agreement.




