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Patient Detalls & Consent

Please answer as many questions on this form as you can.

Title. Mr / Mrs / Miss / Other Address.
Name.

Date of Birth. /

Telephone N° —

Your Doctor’s Details

GP Practice & Usual Doctor’s Name

Your Health
Do you have any Iong term med|cal conditions?

to the appointment.

'Your Smoking History

How old were you when you started smoking?

e.g. High Blood Pressure, Angina, Diabetes, Asthma, COPD. Yes / No
g SR

Are you waiting for an operation? | Yes/No | . .

Are you pregnant? Yes / No

Are you taking any medication prescribed by

your doctor? If yes, please bring a list of your medicines Yes / No

How many times have you tried to stop smoking?

Have you used Nicotine Replacement Therapy?
e.g. patches, gum, lozenges, spray

Has your doctor ever prescribed you tablets to
help you give up smoking? e.g. Champix, Zyban
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How did you hear about the service?
e.g. GP, word of mouth, Help Me Quit

About Your Smoking

How soon after you wake up do you
smoke your first cigarette?

Within 5 minutes

(3)

6-30 mins (2)

31-60 mins (1)

O

More than 1 hour

(0)

Do you find it difficult not to smoke in
places where smoking is not allowed?

No (0)

Yes (1)

Which cigarette would you least like to
give up?

First of the day(1)

Any other one (0)

How many cigarettes do you smoke
each day?

10 or fewer (0)

11-20 (1)

21-30 (2)

More than 31 (3)

Do you smoke more in the first few
hours after waking than at other times

O 0 (o000 |bo(ag (o

No (0)

Your Motivation To Quit

What are your reasons for
giving up smoking?

Do you have any concerns
about giving up?

motivated are you to give up smoking?
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of the day? O Yes (1)
Do you smoke even if you are so ill O No (0)
you are in bed most of the day? O Yes (1)

On a scale of 1-10 (10 being highest) how




On a scale of 1-10 (10 being highest) how
confident are you that you can give up
smoking?

Patient Consent Form

I agree that the information obtained during this service
can be shared with:

« My Doctor, to help them provide care to me.

- Swansea Bay University Health Board and the NHS
shared service partnership to allow them to make
sure the pharmacy is providing the service properly -
and is being paid correctly by the NHS for the service
they give me. -

With the exception of the above, information held by the
pharmacy which contains personal information about you
is kept securely and will not be made available to other
individuals or organisations without your consent unless
in very exceptional circumstances to protect you from
serious harm.

Signature of Consent

« I consent to receive stop smoking advice and
support, which may include the supply of nicotine
replacement therapy, from my pharmacist.

« I understand that the pharmacy may contact me to
discuss my quit attempt if I miss a scheduled
appointment.

« I understand that the pharmacy may contact me 12
months after my quit date to assess my current
smoking status.

« I understand how information held about me will be
used by the pharmacy.
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Patient Name

Patient Signature

Date
Pharmacy Use Only.

Fagerstrom Score

Total points of questions in the “about your smoking section”

6-10 points. High Nicotine
Dependence

0-3 points. Low Nicotine | 4-5 points. Medium Nicotine
Dependence Deendec

Service provider performing first consultation

Registration N°
(where relevant)

Record of supply

] Product Supplied (1) Product Supplied (2) Comments & )
Consultation | Type / brand /strength | Fype / brand /strength co L = Claimed on
Date & Time Reading* patient signature NECAF?
Date:

Yes
Pack Size: No
Time: Quantity: Pack Size: Quantity:
Date:
Pack Size:
. Pack Size: Quantity:
Time: Quantity:
Date:
Pack Size:
. Pack Size: Quantity:
Time: Quantity:
Date:
Pack Size: Pack Size: Quantity:
Time: Quantity:
Date:
Pack Size:
. Pack Size: Quantity: 4 week
Time: Quantity: level
Date:
Pack Size:
. Pack Size: Quantity:
Time: Quantity:
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Date:
Pack Size:
. Pack Size: Quantity:
Time: Quantity:
Date:
Pack Size:
Time: Quantity: Pack Size: Quantity: N

This form is to be retained by the pharmacy.
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