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[bookmark: _Hlk211934690]Care Home Resident  - Structured Medication Review Preperation 
Email to Care Home Service mailbox (DO NOT EMAIL TO GP PRACTICE)
 cmicb-wi.hwwpcncarehomesupport@nhs.net

Name of care home
Member of staff completing (and job title)
Patients Name 
Patients Date of birth

Current Medication Concerns

	Question
	Y / N
	Details (if yes)

	Does the resident regularly refuse or miss any medications?
	Choose an item.	

	Are there any concerns with swallowing tablets/capsules?
	
	

	Are there any medicines causing noticeable side effects?
	
	

	Are there any medicines that seem to be no longer needed or appropriate?
	
	

	Are any items difficult to obtain or administer (e.g., patches, inhalers, eye drops)?
	
	

	Are there any recent falls, confusion, or hospital admissions related to medicines?
	
	

	Do you think any medicines may be affecting appetite, sleep, or mood?
	
	

	Does the resident take any over-the-counter or herbal medications not on their repeat list?
	
	

	Does the resident have any concerns/questions regarding their medicines? 
	
	



	USE OF HOMELY REMEDIES
	No
	Yes
	Details:

	COVERT ADMINISTRATION
	No
	Yes
	Is relevant paperwork in place: 

	*If covert administration is in place please attach copies of relevant paperwork when sending back form*

	ALLERGIES
	No
	Yes
	Details:


	SMOKING STATUS
	Non-Smoker 
	Smoker
	Details: 

	ALCOHOL INTAKE
	Doesn’t Drink Alcohol 
	Drinks Alcohol
	Details: 



Additional Questions (if patient is on a DOAC – apixaban, edoxaban, dabigatran, rivaroxaban)
This patient is prescribed an anticoagulant (e.g. DOAC): ☐ Yes ☐ No
Do they ever miss doses? ☐ Yes ☐ No
Do you know what to do if they miss a dose? ☐ Yes ☐ No
If Yes please provide details: 
Are you/they aware not to use NSAIDs concurrently? ☐ Yes ☐ No
Would you know what to do if the patient was bleeding? ☐ Yes ☐ No
Do they have an anticoagulant alert card? ☐ Yes ☐ No

Additional Clinical Information

· Any family/carer input/concerns shared recently:





Additional Comments (i.e. any direction changes to PRN items, questions or concerns)


Preferred Contact Method for further review/queries

	Contact Person
	Phone / Email (if appropriate specify ideal times for us to contact you)

	



	

	
	




	DNAR
	EHCP
	PCP
	Named PPC
	Named PPD

	☐	☐	☐	
	



Patient observations;
Date taken: 
	Rockwood Frailty Score
	

	GSF level
	

	Height
	

	Weight
	

	BP
	

	Pulse
	

	Oxygen saturations
	









	Please provide a brief update regarding this patient




	

	Have there been any changes to the patient's care needs in the last 12 months?



	

	Have there been any updates to the patient's Next of Kin, LPA or Court Appointed Attorney in the last 12 months?

	

	Does this patient have any information or communication support needs relating to a disability, impairment, or sensory loss?

	

	If yes, please give details as to how we can help to support the patients’ needs appropriately
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Question  Y   /  N  Details (if yes)  

Does the resident regularly refuse or  miss any medications?  Choose  an item.   

Are there any concerns with  swallowing tablets/capsules?    

Are there any medicines causing  noticeable side effects?    

Are there any medicines that seem to  be no longer needed or appropriate?    

Are any items difficult to obtain or  administer (e.g., patches, inhalers, eye  drops)?    

Are there any recent falls, confusion, or  hospital admissions related to  medicines?    

Do you think any medicines may be  affecting appetite, sleep, or mood?    

Does the resident take any over - the - counter or herbal medications not on  their repeat list?    

Does the resident have any  concerns/questions regarding their  medicines?     

   

USE OF HOMELY  REMEDIES  No  Yes  Details:  

COVERT  ADMINISTRATION  No  Yes  Is relevant paperwork in place:   

*If covert administration is in place please attach copies of relevant paperwork when sending back form*  

ALLERGIES  No  Yes  De tails:    

SMOKING  STATUS  Non - Smoker   Smoker  Details:   

ALCOHOL INTAKE  Doesn’t Drink  Alcohol   Drinks Alcohol  D etails:   

