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GP Referral Form – Hay fever 
 
Date:  
 

 

Patient Name: 
 

 
 

Address: 
 
 
 

 

DOB/ CHI: 
 

 

    

Medication Already Tried on Pharmacy First – Tick all that apply 

Cetirizine 10mg Tablets 
 

 

Cetirizine 1mg/ml oral sol 
 

 

Chlorphenamine 4mg Tablets 
 

 

Chlorphenamine 2mg/5ml oral sol or oral sol SF 
 

 

Loratadine 10mg Tablets 
 

 

Loratadine 5mg/5ml oral sol 
 

 

Beclometasone nasal spray 50mcg dose 
 

 

Sodium Cromoglicate 2% eye drops 
 

 

 

 

Main symptoms or other 
relevant information: 
 
 
 
 

 
 

Pharmacist Name: 
 

 

 

Please pass form to patient to hand in at surgery. This will then be passed to the duty doctor/Pharmacistr for their 

consideration  

      

 


