eFORM APP3

	NHS Greater Glasgow and Clyde Health Board

REQUEST FOR REMOVAL OF A MEDICINE FROM THE GG&C ADULT FORMULARY
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INTRODUCTION
Any consultant, GP, pharmacist and qualified non-medical prescriber within NHS GG&C has the right to appeal for a medicine/ indication/ formulation to be included in or removed from the Greater Glasgow and Clyde Formulary. Any request should be made on behalf of or be supported by a recognised ADTC subcommittee, Prescribing Management Group or Managed Clinical Network from within NHS GG&C. The following documentation should be completed in full and submitted with relevant clinical evidence.
· Formulary appeals for the NHS GG&C Adult Formulary should be via eFORM APP1

· Changes of existing entries in the NHS GG&C Adult Formulary should be via eFORM APP2

· Assessment requests for preparations falling outwith SMC remit should be via eFORM NDA

SECTION 1: SUMMARY OF MEDICINE TO BE REMOVED
	APPROVED NAME:
	     
	DOSAGE FORM:
	     

	
	
	
	

	BRAND NAME:
	     
	MANUFACTURER:
	     

	
	
	
	

	INDICATION:
	     


SECTION 2: type of REMOVAL 
Please tick the appropriate box(es):
 FORMCHECKBOX 

Removal only for a specific indication or use of the medicine named above
 FORMCHECKBOX 

Removal only of a specific formulation 

 FORMCHECKBOX 

Removal of ALL entries for this medicine for all formulations and indications
section 3A: details of PERSON REQUESTING THE REMOVAL
	NAME OF PERSON COMPLETING THE APPEAL:
	     

	
	

	DESIGNATION:
	     

	
	

	HOSPITAL/DEPT OR PRACTICE:
	     


section 3B: details of GROUP SUPPORTING THE REQUEST
	NAME OF GROUP, COMMITTEE OR MCN:
	     

	
	

	CONTACT DETAILS:
	     


SECTION 4: DETAILS OF REQUESTED REMOVAL
This section should clearly indicate why this medicine should be removed from the NHS GG&C Adult Formulary and attempt to demonstrate who will be affected by the removal of the medicine. 
	WHY IS THIS MEDICINE/FORMULATION OR INDICATION BEING REMOVED?
	     


	WHO WILL BE AFFECTED BY THIS CHANGE:

Tick all that apply.
	 FORMCHECKBOX 

Primary Care

 FORMCHECKBOX 

Acute Care

 FORMCHECKBOX 

Mental Health


section 5: DECLARATION OF INTERESTS IN THE PHARMACEUTICAL INDUSTRY
It is important that any interests are declared in any companies involved with this  medicine/preparation . Please complete this section regardless of whether you or any group members have any declared interests or not.
I wish to declare that I/we have an interest(s) in the pharmaceutical company named above (tick as appropriate):   YES:  FORMCHECKBOX 

NO:  FORMCHECKBOX 

If you answered YES, please provide details below:

	CURRENT PERSONAL INTERESTS:

Please provide details of interests, e.g. shares, consultancy fees etc.
	     

	
	

	NON-PERSONAL INTERESTS:

Which have arisen in the past 12 months. Please advise if current.
	     


HAS THIS FORM BEEN COMPLETED IN PARTNERSHIP WITH THE PHARMACEUTICAL INDUSTRY? 
YES:  FORMCHECKBOX 


NO:  FORMCHECKBOX 

ELECTRONIC SIGNATURE:    FORMCHECKBOX 
 By ticking this box, I confirm that I am the person named in section 3A above

(To be able to validate the electronic signature, the form should be sent from the email account of the person submitting the appeal)
DATE OF COMPLETION OF FORM:  04/08/2020
Email the completed form to the Medicines Policy & Guidance Team via ggc.medicines@ggc.scot.nhs.uk
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