Pharmacist Consultation Record
(Sheffield Minor Ailments Scheme)

	Date of Consultation:
	


	Patient Details:

	Name
	

	Address
	

	Telephone Number
	

	Date of Birth
	

	NHS No (if known)
	

	GP’s Name
	

	GP’s Address
	


	Medical Information:

	Symptoms:
	

	How long has the person had these symptoms?
	

	Has the person tried taking any medication yet?
	

	If so, what medication has been tried?
	

	Does the person suffer from any existing medical conditions?
	

	If so, what are they?
	

	What medication is being prescribed by the doctor for these conditions?
	


	Details of Consultation:

	Advice Given  
	

	Product(s) Supplied or Recommended (if any)
	

	Dose Recommended
	

	Was the patient signposted to another health care professional?
	

	If yes, to who?
	


	Exemption Information:
	Evidence Seen?
	YES / NO

	I am exempt from paying prescription charges for the following reason:

	A. is under 16
	
	G. has a valid War Pension exemption certificate
	

	B. is 16, 17, 18 and in full time education
	
	H. gets Income Support (IS)
	

	C. is 60 or over
	
	K. gets Income-Based Job Seekers Allowance (JSA(IB))
	

	D. has a valid Maternity Exemption Certificate  
	
	L. is named on a current HC2 charges certificate
	

	E. has a valid Medical Exemption certificate
	
	M. is entitled to, or named on, a valid NHS Tax Credit Exemption certificate
	

	F. has a valid Prescription Prepayment certificate
	
	S. has a partner who gets Pension Credit guarantee credit (PCGC)
	

	
	
	X.  was prescribed free-of-charge contraceptives  
	N/A

	I am the patient
	
	I am the patient’s representative
	


	Patient Declaration (please tick which applies):

	
	I have received the above medicine(s) and am exempt from charges for the reason specified above.  I understand this is an NHS service and that NHS will retain data relating to my use of the service and may contact me for my views.

	
	I have consulted the pharmacist under the Minor Ailments Scheme, am exempt from charges and confirm that no medicines have been issued to me on this occasion.  I understand this is an NHS service and that the NHS will retain data relating to my use of the service and may contact me for my views. 

	Signature
	

	Name
	

	Date
	

	I am the patient
	
	                                                              I am the patient’s representative
	


	Pharmacist Declaration:

	
	I confirm that I have provided appropriate advice / treatment for the patient named overleaf under the Sheffield Minor Ailments Scheme in accordance with the Service Specification *

	Name


	

	Signature


	

	Date 
	


IMPORTANT:  Your pharmacist is providing treatment and/or advice under the Minor Ailments Scheme in line with the symptoms you have described.  If your symptoms persist you should seek further advice from your doctor.  Please advise the doctor which pharmacy you have attended and what advice/treatment you have already received from the pharmacist.
* NB: One form represents a consultation which may include advice and treatment for more than one condition as necessary.
Pharmacy Details / Label








