
 
 
 

Greater Manchester Chlamydia Screening, Cornerstone H.C. Manchester M11 3AA,  
! 0161 230 2690         FAX: 0161 -230 2691 
 

  
 
 

   Management  of  Par t ner s of  Chlamydia Ð Posit ive Client s  

Tre at ment  sit e______________________Tr eat ment  dat e: _____________  
Name________________________________ 
Male /  Female  (circ le) 
DOB ________________________   
Test ing sit e_____________________ 
Test ing dat e____________________ 
 
Sympt oms  YES /  NO      Ref erre d t o GUM  YES /  NO 
 
I ndex client  Chlamydia Ref erence Number (I f  Known)____________________________ 
I ndex Client  Name_____________________ I ndex Client  DOB __________________ 
 

PMH     MEDI CATI ON   ALLERGI ES 

 
 
 
 
LMP: _____________________________  Cont racept ion used: __________________ 
Risk of  Pr egnancy:____________________ Result  of  Pr egnancy Test _______________ 
 

Dat e Medicat ion 
issued 

Dose Freq. Durat ion Bat ch No &  
Expiry  Dat e  

Signat ure & 
 I nit ials 

 
 
 
 
 

      

I f  Ery t hromycin Given: 
Follow up Appoint ment  Dat e:_________________( 5 weeks af t er t reat ment  complet ion) 
    Time _________________________ 
     Sit e __________________________ 
  
Appoint ment  card  given?   YES /    NO 

 

Chlamydia Reference No. 
Attach sticker 

FAX to 0161 230 2691  
RU Clear  operates Safe Haven faxing procedures.  
The office is open : Mon-Fr i 9am-4.30pm 
 


