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Prescription search request form
Please complete this form either electronically or in black ink using BLOCK CAPITALS. Mandatory fields are marked with *
Please email the form from a secure domain to our new team email address prescriptionsearchrequest@nhsbsa.nhs.uk 
Surgeries and Dispensing Doctors can request copies via their SICBL (ex-CCG) or STP/AT/ICB.

However, please note SICBL’s, CCG’s, CSU’s and other provider organisations can only request and receive redacted copies.

If full copies are needed, requests should be made through AT/STP/ICB (authorisation needs to be higher than SICBL [ex-CCG] level)
Trusts can request and receive full copies.

Pharmacies can request and receive full copies for pharmacy use only.

Patients must apply for their own copies via a Subject Access Request.
	Requestor details

	Requesting organisation*
	

	Full name*

(including title)
	
	Contact email*
	

	Contact tel. no*
	
	
	

	Address to send prescription copies to*


	

	Reason for request* 

	□ Prescriber discrepancy
□ Unspecified drug codes
□ Fraud
□ Controlled drugs monitoring
□ Internal purposes – no further investigation required
□ EPS Token required (Dispenser requests)
□ NUMSAS tokens
□ Other (please specify):
Please ensure that the following information is provided on your ePACT report:

Dispenser code, month/year, form number, prescriber code and product details.



	Dispenser account ref*
	

	Dispenser name and address inc. postcode*

(unless completed as part of requestor details)


	

	Request details*

Dispensers – please provide the dispensing month, patient details and product details

Hospitals/STP/Area Teams – please provide the dispensing month, product details and form number

	Product name
	Submitted via EPS
(Y / N)

	Form no.
	Strength
	Quantity
	Practice/

prescriber code
	Disp. month

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Additional information including patient name, address and NHS number.  Prescription UUID for EPS forms if applicable.


	STP/Area Team/hospital/

dispenser authorising signature*
	
	Date*
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