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Highland Sexual Health

Referral to Sexual Health Advisor for Partner Notification
Patient details – Enter details below
Name:


Address:

     


     
Town:

     
Post Code:
     
Date of Birth:
     
A  FORMDROPDOWN 
 test has been taken for Chlamydia testing from you today.

Date test taken 
     
I have spoken with the patient about Health Advisor involvement and the patient has given consent for a health professional to contact them by telephone-  FORMDROPDOWN 
.
I agree to the Health Adviser entering this information onto Highland Sexual Health’s confidential computer database -  FORMDROPDOWN 
.
Mobile Tel. No (preferred option):     
Any treatment given:

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 
          Date treated ____ /____ /____
If yes what treatment was given? 

Other treatment details:      
Recommended treatment regime 
1.Doxycycline 100mg bd for seven days (contraindicated in pregnancy)
                                       or

2. Azithromycin 1g orally as a single dose, followed by 500mg once daily for two days
Alternative regimens: if either of the above treatment is contraindicated

Also please note - Pregnancy and breast feeding Doxycyline and ofloxacin are contraindicated in pregnancy
Please refer to www.bashh.org/guidelines for further advice on management, alternative treatment regimes and treatment for Pregnancy and Breastfeeding

Name of Clinician      





Date referral sent:     
Referral from (e.g. Practice/Ward details)      
Send email completed form to nhsh.hsh-healthadvisor@nhs.scot
*Permission to transmit this correspondence by email has been granted by NHS Highland IT security dept and in accordance with NHS Highland’s Email and Internet Policy*
