
	Notification of intent to provide 
Stoma Customisation


Form to be submitted to the PCT by a pharmacy contractor prior to provision of stoma customisation.
	To:

	Name of PCT:

     


	Pharmacy details

	Contractor  name:

     

	Trading name (if different)
     
	ODS code (F code):

     


	Address:
     
	Telephone Number:
     


	Location

	I/we intend to carry out stoma customisation:
	At the above pharmacy    FORMCHECKBOX 

	At an external location     FORMCHECKBOX 

If selected, fill in External Location details section below.

	External location details

	Address:

     

	Name of PCT covering this location:

     


	Declaration

	I / we confirm that:

· The pharmacy is complying with the Terms of Service relating to the provision of Essential Services;
· The pharmacy has an acceptable system of clinical governance;
· The pharmacy has procedures in place to ensure referral of patients to the prescriber of the appliance in any case where a customised stoma appliance is not suitable for further customisation or a stoma appliance has been customised and is not a proper fit for the patient;
· The Pharmacy will undertake stoma customisation at an acceptable location as defined in The Pharmaceutical Services (Advanced Services) (Appliances) (England) Directions 2009;
· Where the acceptable location is other than in the pharmacy premises, procedures are in place to ensure co-operation with any reasonable inspection or review of the premises by the PCT of the area where the services are provided; and
· The pharmacy undertakes to provide Stoma Customisation from      . (insert date)

	Signature:
	Name:
     
	Position:
     
	Date:
     

	Contact for queries relating to this form (if different from above):
     
	Telephone number:
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	Form APPL02
Further copies of this form can be downloaded from www.psnc.org.uk/appliances
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