Community Pharmacy Smoking Cessation Service: National Minimum Dataset
Proforma

Pharmacist Name/Clinic Name & Address:

Section A: Client Information

Title: Date of Birth: __ /[
Forename:

Gender:
Surname:

O Male O Female
Full address:

GP Name and Practice:
Full postcode:

Telephone contact: Referral Source:

(home / work / mobile) please mark appropriately

If female, pregnant? Does client receive free prescriptions?
OY ON O Unknown OY ON O Unknown

Employment status? (please tick one box)

O In paid employment O Full-time student
O Homemaker/full-time parent or carer O Unemployed
O Retired O Permanently sick or disabled

O Not known/Missing
O Other (please specify)

Which of the following best describes the client’s ethnic origin?
(Ask client to choose one section from A-G, and then tick one box only within that section):

A. White B. Mixed Background C. Asian, Asian Scottish or D. Black, Black Scottish or
Asian British Black British
O Scottish O White & Black O Indian [ Caribbean
O Other British Caribbean O Pakistani O African
O Irish O White & Black African O Bangladeshi O Any other Black
O Any other white O White & Asian O Chinese background
background O Any other mixed O Any other Asian (Please specify)
(Please specify) background background
(Please specify) (Please specify)
E. Other Ethnic Background F. Not Disclosed O
(Please specify) G. Unknown O

Section B: Tobacco Use and Quit Attempts

On average, how many cigarettes does the client How soon after waking does the client usually
usually smoke per day? smoke their first cigarette?

[0 10 or less O Within 5 minutes

011-20 [ 6-30 minutes

O 21-30 [ 31-60 minutes

O More than 30 O After 60 minutes

O Unknown O Unknown




How easy or difficult would the client find it to go
without smoking for a whole day?

O Very Easy

O Fairly Easy
O Fairly Difficult
O Very Difficult
O Unknown

How many times has the client tried to quit
smoking in the past year?

0 No quit attempts
O Once

2 or 3 times

[ 4 or more times
O Unknown

Section C: Quit date

Referral Date
Initial Appointment Date __ /__/
Quit date [

Client consent to follow-up contact?

Client signature..........cove i e e,

Section D: Four week follow up

Client contacted for four week follow up?

O Yes
O No (Client did not consent to follow up)
O Unknown

O No (Client lost to Follow up)
O No (Client Died)

Date Follow up carried out:

dd/mml/yy

Smoked in the Last 2 weeks?

O Yes O No O Unknown

CO reading confirms quit (if applicable)?

O Yes O No O CO reading not taken

Interventions used in this quit attempt:
O Pharmacy scheme incl. Support

O Other (please specify)

NRT used in this quit attempt?:

O yes
O no

ON COMPLETION PLEASE SEND FORM TO:




