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CONFIDENTIAL


Patient Name: _________________________________________   DOB________________

Chlamydia Screening Pharmacy Service Consultation Record Form
This form must be completed by the accredited pharmacist with the client

	Pharmacy Stamp
	Name of Pharmacist


	

	
	Day of Week, Date, Time


	

	
	Clients Name
	

	
	DOB


	
	NHS NO
	

	
	Post Code


	

	
	Index patient or partner?


	Partner - ensure testing kit is supplied and encourage to send in sample that day

	Client history:

	Does the Client have symptoms of Chlamydia? (unusual discharge, frequency/pain when urinating, irregular bleeding, mild abdominal pain/testicular discomfort)
	Yes          □                     No            □
If yes give details



	Does the client have symptoms of pelvic inflammatory disease or epididymo-orchitis? (Acute abdominal pain/testicular pain, feverish)
	Yes          □                     No            □

If yes excluded from PGD, refer immediately to Sexual Health Service

	Past Medical History (see PGD for exclusion criteria)
	Yes          □                     No            □

If yes give details



	Current medication  (see PGD for exclusion criteria)
	Yes          □                     No            □

If yes give details



	Allergies (see PGD for exclusion criteria)
	Yes          □                     No            □

If yes give details



	When was the client’s Last Menstrual Period, and what is the length of their normal menstrual cycle?
	

	Which, if any, method of contraception does the client use, and has this been used consistently?
	------------------------------------------------------------------

Yes          □                     No            □



	Is there a risk of pregnancy?
	Yes          □                     No            □

If yes, do not treat.  Refer to SH Service

	Is the client breast feeding?
	Yes          □                     No            □
If yes, do not give Doxycycline

	Treatment issued:

Doxycycline 100mg bd 7 days

Azithromycin 1g stat dose
	100mg caps  □  100mg caps  □   Dispersible    □
250mg caps  □  250mg tabs   □   Liquid            □

	Informed client of potential side effects (see PGD)
	Yes          □                     No            □

	Informed client how to take antibiotic (see PGD)
	Yes          □                     No            □

	Advised client no sexual intercourse until both they and partner have completed treatment (or one week following Azithromycin) 
	Yes          □                     No            □

	Contraception advice given (see PGD re combined oral contraceptive pill)
	Yes          □                     No            □

	Information given regarding emergency hormonal contraception
	Yes          □                     No            □

	Condoms offered
	Yes          □                     No            □

	Condoms supplied
	Yes          □                     No            □

	Chlamydia leaflet given
	Yes          □                     No            □

	Inform client of Sexual Health Services, need for full STI screen and provide leaflet
	Yes          □                     No            □

	
	

	Partner Notification
	

	How many sexual partners has the client had in the past 6 months?
	-----------------------------------------------------------------

	Please document partner details below (if client has not had any sexual contact in the last 6 months please document details of last sexual contact)

	

	1.  Name:

--------------------------------------------------------------------------------
	Length of relationship: 
------------------------------------------------------------------

	Age:

--------------------------------------------------------------------------------
	DOB:

-------------------------------------------------------------------

	Address or location:

--------------------------------------------------------------------------------
	

	Has this partner been informed that they need treatment for Chlamydia?      
	Yes          □                     No            □
If yes, where will they go for treatment?

--------------------------------------------------------

	If No, are they contactable?                Yes – patient will contact                        □
                                                               Yes – Coordinator please contact          □ *provide contact details below

                                                               No, untraceable                                        □
Contact details (e.g. mobile no/address) -------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------------------------------

	

	2. Name:

------------------------------------------------------------------------
	Length of relationship: 
------------------------------------------------------------------

	Age:

------------------------------------------------------------------------
	DOB:

------------------------------------------------------------------

	Address or location:

------------------------------------------------------------------------
	

	Has this partner been informed that they need treatment for Chlamydia?      


	Yes          □                     No            □
If yes, where will they go for treatment?

--------------------------------------------------------

	If No, are they contactable?                Yes – patient will contact                        □
                                                               Yes – Coordinator please contact          □ *provide contact details below

                                                               No, untraceable                                        □
Contact details (e.g. mobile no/address) -------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------------------------------

	

	3. Name:

------------------------------------------------------------------------
	Length of relationship: 
------------------------------------------------------------------

	Age:

------------------------------------------------------------------------
	DOB:

------------------------------------------------------------------

	Address or location:

------------------------------------------------------------------------
	

	Has this contact been informed that they need treatment for Chlamydia?      


	Yes          □                     No            □
If yes, where will they go for treatment?

--------------------------------------------------------

	If No, are they contactable?                Yes – patient will contact                        □
                                                               Yes – Coordinator please contact          □ *provide contact details below

                                                               No, untraceable                                        □
Contact details (e.g. mobile no/address) -------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------------------------------

	

	

	


Data Protection 1998

· This form will be securely stored and later shredded in line with local NHS record retention policies.

· The information will not be disclosed to others without your consent, but data may be used anonymously for research and /or audit purposes.

· Pharmacists have a duty of care and a duty of confidentiality to all clients including those under the age of 16. 

· If you are under 16 years of age and the pharmacist believes you are at SERIOUS risk of harm due to abuse then they will follow the PCT protocol as outlined in ‘Working together to Safeguard Children’.
The above information is correct to the best of my knowledge. I have been given information and advice on Chlamydia and its treatment and understand the advice given to me by the pharmacist.
Client’s signature:






Date:
The action specified was based on the information given to me by the client and to the best of my knowledge, is correct.

Pharmacist’s signature:





Date:
	UNDER 16’S MONITORING FORM- incorporating Fraser Guidance

	Please record the following information about each ‘under 16 contact’ & discuss the relevant points from the list below

	
	Yes
	No

	Are you satisfied that the young person understands the advice you are giving?
	
	

	Are you concerned that the young person’s current partner is significantly older than them?
	
	

	Have you encouraged the young person to inform her parents/guardians and that her best interests are served by you offering contraceptive advice without parental consent?
	
	

	Are you satisfied that the mental or physical health of the young person is likely to suffer without offering Chlamydia treatment
	
	

	ADDITIONALLY - Have you done all you can to encourage the young person to visit an appropriate sexual health service (e.g. young people’s clinic, youth advisory, family planning, GUM, or GP) for more specialised sexual health advice?
	
	


On completion, please send this form to: Chlamydia Screening Office, Fairway House, Aldermaston Road, Basingstoke,  RG24 9RH or fax to our secure fax: 01256 376510
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