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New Compounding Patient – Risk Assessment Form
Completed by:______________________________ Date:____________________________
	Patient Details

	Full Name(s):

	Date of Birth:



	Medicare Number: 


	Concession Number: 

	Address:



	Mobile: 


	Email: 


	Biological Gender:
M    /    F
	Weight and Height:
                           cm                                          Kg




	Medical History

	Pregnant:
YES    /    NO   /     N/A

	Breastfeeding:
YES    /    NO   /     N/A

	Allergies:
YES    /    NO

	List of Allergies:


 

	Medical Conditions:




	Prescription Medications:

	Over the Counter Medicines (e.g. vitamins):





	Does this person use medicinal cannabis products?          YES    /    NO   /     N/A
Which dose form?     OIL  /  INHALATION  /  VAPE  /  CHEWS  /  CAPSULES  /  PASTILLES

	Smoker: 
YES    /    NO   /     N/A
How many a day? ___________________

	Alcohol intake:
YES    /    NO   /     N/A 
DAILY / WEEKLY / MONTHLY
How many drinks? ____________________

	Prescription Details

	Name of the Drug:



	Strength:


	Quantity:

	Does the patient know why they’re using it? What’s it for?



	New?
YES    /    NO

	CMI?
YES    /    NO


	For liquids:

Tutti-fruity             Watermelon             Strawberry             Banana            Chocolate          Mint
Grape                     Marshmallow


****Note: omeprazole can only be banana


	Permission to keep script on file? 	YES    /    NO


	Notes/Requests/Additional information from the patient:










	Contact Preferences:

	Method of collection:
DELIVERY   /   COLLECTION


	Preferred contact method:
SMS   /   EMAIL   /   PHONECALL


	Delivery address (if needed):                           N/A






	Compounding Staff to complete:

	Script in basket:
YES    /    NO

	Doctor need contacting:
YES    /    NO
Why? (if yes):_________________________

	Changes in therapy (if applicable):



	Additional Notes:






	What is the risk level to the patient:
HIGH  /  MEDIUM  /  LOW
Why?




	Risk Assessment completed? 
YES    /    NO


	Compounding to go ahead?
YES    /    NO


	Script for delivery to another pharmacy:
YES  /  NO
Name of pharmacy: _______________________________________________


	Original on file or faxed/emailed script:
ORIGINAL ON FILE  /  EMAIL OR FAX  /  N/A


	How are we getting the original:
DROPPED OFF  /  POSTED  /  N/A


	Signed by: 

Signature:

Date:
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