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 EHC CLIENT RECORD FORM
Client History
Client name  

……………………………..       Date of consultation   ……………………..
Age / D.O.B               ……………………………..
GP practice   …………………………………
(If client 25 years or over offer EHC OTC or refer client – do not claim)
Post Code   ………………………        Length of normal menstrual cycle  …………… days
Contact telephone no.  ……………………………………..
Date of first day of last menstrual period (LMP): ………………… therefore ……. day of cycle

	Criteria for Inclusion                        
	YES
	NO
	NOTES

	Is this the only incidence of unprotected sexual intercourse since the first day of their LMP? 
	
	
	If ‘no’ refer*

	Has client missed her contraceptive pill? 
	
	
	

	All options for emergency contraception discussed including emergency Copper IUD (not IUS Mirena or Jaydess)
	
	
	

	Client prefers hormonal method, or if they request emergency IUD, issue emergency pill if appropriate and then refer.
	
	
	

	If under 16, is client Fraser competent?  (Complete protocol)
If not Fraser competent refer 
	
	
	


Reason for request (please circle): 
Condom incident;      Missed Pill; 
 No contraception;        Other …… …………………………
	Criteria for referral  (exclusion)
	YES
	NO
	NOTES

	Did unprotected sexual intercourse occur more than 72 hours ago but less than 120 hours (5 days) ago?
	
	
	If ‘yes’ refer *
(Can use IUD / Ella One up to 5 days)

	Has the client had previous unprotected intercourse since the last LMP? 
	
	
	If ‘yes’ refer *

	Did unprotected sexual intercourse occur more than 120 hours ago?
	
	
	If ‘yes’ refer * 

	Is the client pregnant or likely to be pregnant?

	
	
	If ‘yes’ refer *

	Was her vaginal bleed (period) in any way abnormal? (different length and flow to previous periods)
	
	
	If ‘yes’ refer *

	Has the client experienced severe clinical problems with hormonal contraceptives before?
	
	
	If ‘yes’ refer *

	Does the client have severe liver disease, severe lactose intolerance or any condition that might affect the absorption of EHC?
	
	
	If ‘yes’ refer *

	Is client taking Ciclosporin?
	
	
	If ‘yes’ refer *

	List any other medicines client is taking including St. John’s Wort.  

Check PGD for list of interacting medicines
	

	COUNSELLING
	YES
	NO

	Medication mode of action discussed                

 
	
	

	Failure rate discussed and what to do if next period is late                

                         


	
	

	Side effects discussed                      

                           


	
	

	Dose taken on the premises?  (If not, give reason in comments below)      

                         


	
	

	Instructions given in case of vomiting 


	
	

	Follow-up discussed                                                     



(Pregnancy test and Chlamydia Test 3-4 weeks post EHC)
	
	

	Future contraception discussed

	
	

	Sexually transmitted infections discussed and use of condoms

	
	

	Chlamydia screening postal kit explained and offered
	
	

	Patient information pack given

	
	


Other relevant notes: …………………………………………………………………………………………
Action taken:

Supply:

Batch number / expiry date of Levonelle 1500( supplied:      …………………..
Referral to:

Advice given: 

The above information is correct to the best of my knowledge. I have been counselled on the use of emergency contraception and understand the advice given to me by the pharmacist.
I agree to being contacted by the Brook Outreach Nurse for further contraception advice if required.  
Client Signature:






Date:
The action specified was based on the information given to me by the client, which, to the best of my knowledge, is correct.  “Levonelle 1500( PGD Sept 2013 followed”
Pharmacist  Signature: ...................................................................
Date: ...............................









*Refer to GP, Brook, Sexual Health or Urgent Care (Hospital)
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