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Insert Store Logo
Smoking Cessation
Patient Action Plan
	Name:     
	Date:     

	Name of pharmacist
	Contact information for pharmacist

	     
	Business phone:      

	     
	Cellular phone:      

	     
	Email address*:      

	     
	

	Summary of key discussion points

	     

	     

	     

	     

	     

	Triggers / Challenges

	     

	     

	     

	     

	     

	Action steps

	     

	     

	     

	     

	     

	Next appointment date

	     

	     

	     


*
Ensure consent to communicate by email is provided by the patient and documented. Also, regulatory privacy and record keeping requirements must be followed.
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