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NRT Voucher of             Recommendation 
	Patient Details:

	Patient’s name
Mary Smith _________________________________               
D.O.B                  
22.04.76____________________________________
Address:
6 No Place Sunderland_______________________
GP Practice: 
Dr.Brown, Sunderland________________________
Is the Patient Pregnant   N/A

	Recommended by:

	If pregnant:  The Use of NRT during pregnancy has been approved for this patient by the Specialist Stop Smoking Advisor                 YES/NO
Advisor Name     Mrs. White_________________________________
Contact Number:  05577453____________Fax. 05577453  ________
Advisor Number  I12__________________Date:___________________
Supply No     _  1       _of 6

	Product(s) 

	Product
	Strength
	Pack Size
	Number of Packs Dispensed

	NRT Patches 
	10mg/16 hr
	7
	1

	NRT Lozenges
	
	
	

	NRT Microtabs
	
	
	

	NRT Gum
	2mg
	105
	1

	NRT Inhalator (Starter Pack)
	
	
	

	NRT Inhalator (Cartridges)
	
	
	

	Nicotine Nasal Spray 
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Appendix B
	Supplied by: 

	Signature: B Smith----------------------
Name:  Bob Smith------------------
Date: 
01.01.09--------------------------

Tel:  05566342_______________
	Pharmacy Stamp






Don’t pay - Indicate exemption category (put X mark):

	A
	
	is under 16 years of age

	B
	
	is 16, 17 or 18 and in full-time education

	C
	
	is 60 years of age or over

	D
	
	has a maternity exemption certificate

	E
	X
	has a medical exemption certificate

	F
	
	has a prescription prepayment certificate

	G
	
	has a valid War Pension exemption certificate 

	L
	
	is named on a current HC2 charge certificate

	H
	
	gets income support

	K
	
	gets income based jobseeker’s allowance (JSA(IB))

	M
	
	is entitled to, or named on, a valid NHS Tax Credit Exemption Certificate

	S
	
	has a partner who gets Pension Credit guarantee credit (PCGC)



Payment
- I have paid                        

I am the:
patient (
patient’s representative (
Signed: M.Smith…………………….........Date: 01.01.09………………..

Address if different from above:
_________________________________________________
______________________________________________________
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For pharmacy use only


Cross if evidence of exemption not seen?        (		








Smith Pharmacy Sunderland











