                                                                                                                                Date:        

Dear Dr 

Patient’s name:

Address: 

DOB:       

I saw the above patient at the pharmacy today.  
The patient expressed an interest in receiving support to stop smoking using varenicline. I have completed the Varenicline Clinical Risk Assessment Form (attached) with a view to supplying varenicline tablets to help him/her give up smoking however as you will see on the form, the patient has answered “yes” to one or more questions.  This excludes the patient from our PGD and therefore varenicline cannot be prescribed by a community pharmacist for this patient.  
I am therefore referring the patient to you so that you can carry out a review and decide on the best smoking cessation therapy.  I am happy to provide ongoing one to one support for the patient at the pharmacy.
Yours sincerely

…………………………………………………………. (Signature)

………………………………………………………….. (PRINT NAME)

Pharmacy details:

……………………………………………..

……………………………………………..

Telephone No: ………………………………..
