
Pharmacist Prescription Adaptation 
DOCUM E N T AT I O N  A N D  NO T I F I C A T I ON  FORM  

 

PATIENT INFORMATION  PHARMACIST INFORMATION 

Name:  

 

Name:  

PHN:  

 

Pharmacy:  

 
PRESCRIBER INFORMATION 

 
  

Name:  

 

Phone:  

Phone:  

 

Fax:  

Fax:  

 

Signature:  

 
ORIGINAL PRESCRIPTION INFORMATION  ADAPTATION INFORMATION 

Date of Prescription:  

 

Date of Adaptation:  

Prescription Details:  

 

Adaptation Details:  

  
 

  
 
RATIONALE FOR ADAPTATION (INCLUDING INSTRUCTIONS TO PATIENT AND FOLLOW-UP PLAN) 

Rationale  

  

  

  

  

  

  

  

Instructions to Patient  

  

Follow-up Plan  

  

 
INFORMED CONSENT 

The patient and/or their representative (name: ) was provided sufficient 
information, including the risks and benefits associated with the adaptation and voluntarily provided their 
consent. 

� 

NOTIFICATION INFORMATION 

Date of Notification:   Name of Practitioner(s) Notified:  

Method of Notification (fax preferred): 
 

  

� Fax #  � Phone #  � Other  

 The information contained in this fax communication is confidential and is intended only for the use of the recipient named above. If the reader of this fax memo is not 
the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this fax memo is strictly prohibited. If you have received this fax 

memo in error, please destroy the memo and notify the sender. 


