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Notification of Unplanned Temporary Suspension of Pharmaceutical Services

	Name of contractor 


	

	Full address of premises to which the application relates


	

	Address for correspondence (if different)
	


Date of the temporary suspension ………………………………………………………….
Times at which pharmaceutical services were not provided …………………………….

Please set out in the box below the reasons for the temporary suspension.

	


Please set out in the box below any actions taken to limit the impact on users of the premises.

	


Please set out in the box below actions taken as directed in the pharmacy’s business continuity plan.

	


Please can you confirm that the following action has been taken and answer the questions:
1. Who has managerial responsibility and is managing operational processes?

………………………………………………………………………………………

2. What telephone number can we use if we need to make immediate contact?

………………………………………………………………………………………
3. Are notices clearly displayed for the public explaining how long the pharmacy is expected to be non-operational?

………………………………………………………………………………………
4. Are notices clearly displayed for the public signposting to the closest pharmacy?

………………………………………………………………………………………

5. What action is being taken for prescriptions already in possession of the pharmacy that are awaiting collection?

……………………………………………………………………………………...

6. What action is being taken with prescriptions that are waiting to be processed?

………………………………………………………………………………………

7. What action is being taken regarding clients on daily pick-up?

………………………………………………………………………………………

8. Has the pharmacy checked for urgent prescriptions that need to be sorted the same day?

………………………………………………………………………………………

9. Has anything been done to prevent this particular situation happening again?

………………………………………………………………………………………

10. Has the local GP practice been informed that the pharmacy is non-operational?

………………………………………………………………………………………
11.  Which agency/locum was concerned with this closure, (if applicable)?

            ……………………………………………………………………………………….
Signature …………………………………………………………………………………..

Name ……………………………………………………………………………………….

Position …………………………………………………………………………………….

Date ……………………………….................................................................................

On behalf of ………………………………………………………………………………… 

(insert name of contractor)

Contact email address in case of queries …………………………………………………

Contact phone number in case of queries …………………………………………………
Please return this form to the Pharmacy Generic mail box

england.pharmacysouthwest@nhs.net
 or Fax 01752 841696

NHS England South (South West)
Peninsula House

Kingsmill Road

Tamar View Industrial Estate

Saltash PL12 6LE
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