[image: image1.png]MONITORING FORM - LEVEL 2

1. Adviser

Client Number

Practice Nurse [ Pharmacist | GP O
Health Visitor [] Hospital Counsellor O Midwife O
School Nurse [J Dentist/Dental Staff O Nurse Practitioner Bl
OLhEr (ploase SpECit) ... ..o et e ee e
2. Contact
Patient was referred by: Self referral, heard about service from:
GP O Health Professional [} Poster/leaflet O
Other health professional O Family/friends J
QOther (pleass spacity) ... Other (pesse specify ...................
3. Clients Details (please write in block capitals)
Please note that the client must understand and sign the information form for patients.
Name: ... e Tel NO: .o e e
AAI@SS. ...t e e e e e e e e e b e s e e en et e e et s e e e he b1 ae e st et
TOWRL Lo e e e e e nes eee e e COUMEYE it

3.1 Post Code:

3.2 *D.O.B dd mm yy

*(D.0.B must be provided)

3.3 Gender M O F 0 Code Number D

3.4 Pregnant Y O N Il

3.5 Ethnic Group

(Please enter code number - see guidance sheet)

No Code D

4.Initial Counselling

. Cigar or
4.1 Cigarette user D Oral tobacco user D Pipe User D User of roll-ups D
4.2 If Cigarette user 4.3 If Tobacco user how much per

how many per day D week (if using roll-ups. pipe, or oral) D
4.4 CO reading pmm

(if available)
4.5 *QUIT DATE dd mm Y

J | *(Please Note that a Quit Date must be provided)

Additional notes




[image: image2.png]5. Four Week follow-up (please complete after one month follow up)

5.1 One monf.ﬁ follow up
completed

5.2 Was NRT used?
5.3 Was Bupropion used?

5.4 Was Varenicline used?

5.5 Has client smoked since their
Quit date?

5.6 If client has smoked since their
Quit Date — when was their
last cigarette

5.7 Successful quitter at 4
weeks

5.8 CO reading (if available)

Yes [] Tu'}i [] (e losttofoliow up)
Yes [] No ]

Yes [ ] No ]

Yes [] No []

Yes [] No []

dd m vy

Yes [ ] No []]

ppm

6. CONSENT — TO BE SIGNED BY ALL CLIENTS
(Please (make sure client has understood “Information for Patlents and Clients™)

[ B S

| agree to you providing feedback to my GP

Signed: ..o

1 understand the reasons for collecting this personal information

| agree to my advisor contacting me again in 4 weeks after my quit date

| agree to you contacting me in the future to find out if | was satisfied with the service.

Date: oo e

7. Adviser's name and signature

*AdVISer's NAamMe: ........occooeoiiiieniinene

{Please Print)

Adviser's Signature: ...

8. Payment (Practice/Pharmacy Stamp)

After 4 week follow up, please send a copy of this form to address below:

Norman Cross

Stop Smoking Service
Mapline House

14 Buli Lane

Rayleigh

Essex

$86 8JD

Telephone No. 01268 464511





