Appendix 2

Varenicline Clinical Risk Assessment Form

Pharmacy Stamp

Patient name:
Address:

Telephone number:
Date of birth:

GPs name &
address:

Factor

Yes No Notes

Is patient under 18 years of age

If ‘yes’ - refer

Is patient pregnant or breastfeeding?

If “ yes’ —refer

Does patient suffer from renal impairment or has
end stage renal disease?

If “ yes’- refer

Does patient have a history of psychiatric illness
(Please refer to PGD)

If “ yes’ - refer

Does patient suffer from epilepsy?

If “ yes’ - refer

Is patient currently on another smoking cessation
therapy?

If “ yes’ - refer

Is patient on any other medication?

Please list. Check PGD for
interaction

Is patient hypersensitive to varenicline or any of
its excipients?

If “ yes’ - refer

Does patient have a history of cardiovascular
disease?

If “ yes’ - refer

Special circumstances and any other relevant

notes:

Only make a supply if you are certain that, to the best of your knowledge, it is appropriate to do so.

Action taken:
Supply:
Referral to:

Advice given:

The above information is correct to the best of
my knowledge. | have been counselled on the
use of varenicline and understand the advice
given to me by the pharmacist.

| have been informed that information relating to
the supply of varenicline will be passed to my GP

Patient’s signature:

Date:

The action specified was based on the

to the best of my knowledge, is correct

Pharmacist’s signature:

Date:

information given to me by the patient, which,

Warning- document uncontrolled when printed

Lead reviewer: Andrew Green

Ratified by: PGD Subgroup of the ADTC

PGD number: 04 25 v1

Date direction comes into effect on: 23/07/2014
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Date direction is not valid after: 22/07/2016




