Respiratory Care Referral Form – PQS 2025/26
Patient Details
Name: ____________________________________________
Date of Birth: ____ / ____ / ______
NHS Number (if available): _________________________
Address: __________________________________________
Contact Number: ___________________________________
Referral Reason (tick as appropriate)
☐ Spacer Check (children 5–15 years)
- Prescribed a pMDI inhaler but no spacer identified.
- Parent/carer advised; referral for review.
☐ Bronchodilator Overuse
- Supplied ≥3 short-acting bronchodilator inhalers in past 6 months.
- No corticosteroid inhaler prescribed.
- Patient advised and referred for review.
Pharmacy Notes
__________________________________________________________________
__________________________________________________________________
Pharmacy Contact
Name: ____________________________________________
Role: _____________________________________________
Contact: __________________________________________

This referral is made in line with the Pharmacy Quality Scheme (PQS) 2025/26 respiratory care requirements.
