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	Patient name:
	Date of Birth/CHI No:
Age:

	Patient Address:
	Male 

Female

Prefer not to say


	Date of Assessment:
	Pharmacy Name:


	Reason for supply
(Tick one box)
	Notification of positive chlamydia test                    

Partner notification of positive chlamydia test




	Inclusion and Exclusion Criteria

	
	Yes
	No
	Actions

	13 years or over
	
	
	
If no, refer to Sexual Health Team
If child protection concerns are noted please contact Child Protection Service

	Symptom Assessment

	Pelvic pain or scrotal pain?
	
	
	


If yes, refer to Sexual Health Team

	Last period different to your normal period? 
(i.e. longer, heavier, lighter)
	
	
	

	Urine discoloured?
	
	
	

	Symptoms of either penile or vaginal discharge or bleeding?
	
	
	

	Rectal chlamydia?
	
	
	

	Any other symptoms suggesting complicated chlamydia or another STI?
	
	
	

	Medical Conditions

	Myasthenia Gravis?
	
	
	If yes, refer to Sexual Health Team

	Lupus Erythematosus?
	
	
	If yes, give Azithromycin

	Severe hepatic impairment?
	
	
	If yes, give Doxycycline

	Fuctose intolerance, glucose-galactose malabsorption or sucrose-isomaltase insufficiency
	
	
	If yes, give Azithromycin

	Pregnancy or Breastfeeding

	Pregnant or risk of pregnancy?
	
	
	Must exclude pregnancy and if pregnant, refer to Sexual Health Team

	Breastfeeding?
	
	
	If yes, refer to Sexual Health Team

	Allergies and Drug Interactions

	Allergy to Doxycycline or another tetracycline or any excipients?
OR
Allergy to Azithromycin or any excipients?
	
	
	
Doxycycline is 1st line Azithromycin is 2nd line

	Take any prescribed, over the counter or herbal medicines that interact with Doxycycline or Azithromycin?
	
	
	



	Medication Supplied
(Tick one box)

	Doxycycline 100mg capsules (1st line)
ONE to be taken TWICE daily for 7 days (14 x 100mg) 

Azithromycin 250mg tablets (2nd line)
FOUR (1g) as a single dose on day one, followed by TWO (500mg) daily for 2 days (8 x 250mg)

	Batch Number & Expiry
	

	Print Name of Pharmacist
	

	Signature of Pharmacist
	

	GPhC Registration Number
	

	Consent to Treatment
I can confirm that the information provided above is a true reflection of my individual circumstances and I give my consent to take part in the NHS A&A Community Pharmacy Chlamydia/ Gonorrhoea testing treatment/testing service and to the sharing of appropriate information with the sexual health team to allow partner notification.

	Signature of Patient:

Date:

	Contact made with sexual health team for partner notification?
	Yes 
[bookmark: _GoBack]No



If not competent to consent, patient should be referred to their GP or to a sexual health clinic.
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