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Clinical Conditions & Circumstances beyond Appendix 1 
This form is used to make a request to the relevant Local Health Board(s) for a pharmacy premises to be permitted to manage additional acute clinical conditions & circumstances beyond those listed in Appendix 1 of the service specification. This should only be used where one or more pharmacists working in the pharmacy has competence in a relevant area that is not listed.[footnoteRef:1]  [1:  Note that Prescribers should primarily focus on any efforts to expand their scope of practice on the conditions listed in Appendix 1. See https://www.rpharms.com/resources/frameworks/prescribing-competency-framework/supporting-tools/expanding-prescribing-scope-of-practice for further guidance on expanding scope of practice] 

Local Health Board representatives will consider all requests in light of the appropriateness of the clinical condition or circumstance within the service specification, and any local need for prescribing in the area. 
Prescribers MUST NOT begin routinely managing these conditions until approval has been received from the Local Health Board.
	Give details on the additional clinical conditions / circumstances that you would like to manage in your pharmacy, including any limits that you would apply to this (e.g. minimum/maximum age, clinical presentation, etc.)

	



	Explain how you would manage consultations relating to the above clinical conditions / circumstances within the pharmacy and the parameters set in the existing specification for the PIPS:

	


	Name and address of pharmacy
	

	NWSSP Account number (60####X)
	


Pharmacy premises details
Declaration
· I confirm that the above clinical conditions / circumstances are within the scope of practice of one or more prescriber(s) working in the above premises 
· I confirm that prescribers working at these premises will only treat the above listed conditions where the patient falls within their scope of practice 
· I confirm that the superintendent is aware of this request to extend the clinical conditions managed at these premises 
· I confirm that appropriate indemnity arrangements are in place for management of the above listed conditions/clinical circumstances at the above listed premises
	Name of person submitting form
	

	Date form completed
	


Once complete, return this form to your LHB Community Pharmacy Lead – they may ask for further information 
Approval by Health Board Officer
	Name:  

	Position:  
	Date approved:  
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