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SSS1             Community Pharmacy Stop Smoking Service

To be returned to: Smokefreelife Somerset, Exchange House, 12-14 The Crescent, Taunton, Somerset TA1 4EB

Tel: 0800 246 1063 / 01823 765006  Fax: 01189 007497
Note: All patient data will be kept securely and in accordance with Caldicott guidelines. Information can only be passed to another healthcare professional if this contributes to the provision of effective care.

	ADVISER DETAILS:

	Name
	
	Pharmacy name
	

	Contact Tel. No.
	
	Location
	

	HOW CLIENT HEARD ABOUT THE SERVICE: (please tick relevant box)

	GP/ Practice
	 FORMCHECKBOX 

	Friend/relative
	 FORMCHECKBOX 

	 Pharmacy
	  FORMCHECKBOX 


	Other health professional
	 FORMCHECKBOX 

	Advertising
	 FORMCHECKBOX 
         Other (please specify)              FORMCHECKBOX 
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	CLIENT DETAILS:

	Surname
	
	First Name                             
	
	Mr/Mrs/Ms/Other                      

	Address
	

	Postcode
	
	NHS Number
	

	Daytime tel no.
	
	OK to leave message on answerphone?
	 Y / N

	Mobile no.
	
	OK to text?
	 Y / N

	Best time to contact
	
	Alternative contact number (friend/relative)
	

	Date of Birth
	
	Age (in years)
	
	Gender
	 Male  /  Female

	Exempt from prescription charge
	Y  /  N
	Pregnant
	Y  /  N
	Breast feeding
	Y  /  N

	GP Name and surgery
	


	ETHNIC GROUP: (please tick relevant group)

	a] White
	b] Mixed
	c] Asian or Asian British

	   British                                        
	 FORMCHECKBOX 

	   White and Black Caribbean
	 FORMCHECKBOX 

	   Indian
	 FORMCHECKBOX 


	   Irish                    
	 FORMCHECKBOX 

	   White and Black African
	 FORMCHECKBOX 

	   Pakistani
	 FORMCHECKBOX 


	   Other white background
	 FORMCHECKBOX 

	   White and Asian
	 FORMCHECKBOX 

	   Bangladeshi
	 FORMCHECKBOX 


	
	   Other mixed groups
	 FORMCHECKBOX 

	   Other Asian background
	 FORMCHECKBOX 


	
	
	

	d] Black or Black British
	e] Other ethnic groups
	f] Other

	   Caribbean
	 FORMCHECKBOX 

	   Chinese
	 FORMCHECKBOX 

	  Not stated
	 FORMCHECKBOX 


	   African
	 FORMCHECKBOX 

	   Other ethnic group
	 FORMCHECKBOX 

	

	   Other black background
	 FORMCHECKBOX 

	
	

	OCCUPATION CODE 

	Full-time student  FORMCHECKBOX 
    Never worked/long term unemployed  FORMCHECKBOX 
                             Retired  FORMCHECKBOX 
                                                       Home carer  FORMCHECKBOX 
         Sick/disabled and unable to work   FORMCHECKBOX 
  Managerial/professional  FORMCHECKBOX 
    Intermediate  FORMCHECKBOX 
                                  Routine & manual  FORMCHECKBOX 
                Unable to code  FORMCHECKBOX 


	MEDICAL INFORMATION: (please tick all relevant boxes)

	Cardiovascular event or hospitalisation for cardiovascular complaint in previous four weeks (e.g. heart attack, stroke, unstable angina, cardiac arythmia, coronary artery bypass graft & angioplasty)  FORMCHECKBOX 

Uncontrolled hyperthyroidism  FORMCHECKBOX 

Tumour of the adrenal gland (pheochromocytoma )  FORMCHECKBOX 

*If client ticks any of the above please discuss with the pharmacist for confirmation to supply Nicotine Replacement Therapy

	TYPE OF INTERVENTION  DELIVERED:  (please tick all relevant boxes)

	Closed group

Open (rolling) group

One to one support 
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Telephone support      

Couple/family

Drop-in clinic


	 FORMCHECKBOX 
                 Other (please specify)

 FORMCHECKBOX 
    

 FORMCHECKBOX 

	                 FORMCHECKBOX 


	TYPE OF PHARMACOLOGICAL SUPPORT USED:  (please tick all relevant boxes. Use 1 or 2 to indicate consecutive use of more than one medication)

	None

Champix
Zyban

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	NRT – Patch

NRT – Gum

NRT – Lozenge
NRT – Minis Lozenge
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	NRT – Inhalator

NRT – Nasal Spray 
NRT – Microtab
NRT – QuickMist                           


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 FORMCHECKBOX 


	Please list below details of the medication recommended – e.g. strength and course length.

	


	INITIAL CONSULTATION

	DATE …………….. 

CO READING………………..

USUAL TOBACCO USE 

No of cigarettes …………
Amount of tobacco ……...

Time to first cigarette ..……
	Comments


	
	 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON
BY PHONE



	Agreed quit date 
	
	Date of last tobacco use
	
	4 wk follow-up due
6 week follow-up due
	


	Follow up 1

	DATE …………….. 

CO reading ………………..

	Comments
	
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON

BY PHONE

TEXT

NO CONTACT


	Follow up 2

	DATE …………….. 

CO reading ……………….


	Abstinent?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

A few puffs  FORMCHECKBOX 
1-5 cigs  FORMCHECKBOX 

5+ cigs FORMCHECKBOX 
.
	Comments

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON

BY PHONE

TEXT

NO CONTACT


	Follow up 3

	DATE …………….. 

CO reading ……………….


	Abstinent?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

A few puffs  FORMCHECKBOX 
1-5 cigs  FORMCHECKBOX 

5+ cigs FORMCHECKBOX 
.
	Comments


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON

BY PHONE

TEXT

NO CONTACT


	Follow up 4

	DATE …………….. 

CO reading ……………….


	Abstinent?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

A few puffs  FORMCHECKBOX 
1-5 cigs  FORMCHECKBOX 

5+ cigs FORMCHECKBOX 
.
	Comments


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON

BY PHONE

TEXT
LETTER

NO CONTACT


	Follow up 5

	DATE …………….. 

CO reading ……………….


	Abstinent?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

A few puffs  FORMCHECKBOX 
1-5 cigs  FORMCHECKBOX 

5+ cigs FORMCHECKBOX 

	Comments

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	IN PERSON

BY PHONE

TEXT

LETTER

NO CONTACT


	I have checked that under the Data Protection Act 1998, this client consents to their data being collected, used and stored on a database used by Smokefreelife Somerset & for summary data, which will be anonymous, to be forwarded to the Dept of Health for evaluation. 
Practitioner signature
	Client signature (indicating consent to treatment, follow-up contact and pass on of outcome data to SSS)


	FOUR WEEK OUTCOME:

Quit CO verified    FORMCHECKBOX 

	Quit self report      FORMCHECKBOX 

	Not Quit     FORMCHECKBOX 


	 Lost to follow up             FORMCHECKBOX 
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