
Minor Ailments and 
Contraception Service (MACS) Form 

Name of patient Patient phone number Personal Health Number Informed consent? 
☐ Yes

Minor ailment of concern/ contraception: 
❑ Contraception
❑ Acne
❑ Allergic rhinitis
❑ Conjunctivitis
❑ Dermatitis 

❑ allergic/contact
❑ atopic
❑ diaper rash
❑ seborrheic

❑ Dysmenorrhea
❑ Dyspepsia
❑ Fungal infections

❑ Onychomycosis
❑ Tinea corporis infection
❑ Tinea cruris infection
❑ Tinea pedis infection

❑ Gastroesophageal reflux disease

❑ Headache
❑ Hemorrhoids
❑ Herpes labialis
❑ Impetigo
❑ Oral ulcers
❑ Oropharyngeal candidiasis
❑ Musculoskeletal pain 

❑ Shingles
❑ Nicotine dependence
❑ Threadworms or pinworms
❑ Urinary tract infection
❑ Urticaria, including insect bites
❑ Vaginal candidiasis

PATIENT ASSESSMENT PharmaNet checked? ☐ Yes Patient eligible? ☐ Yes
Patient symptoms and signs: 

Assessment of relevant medical history and medications: 

Diagnosis: _______________________________ 

RECOMMENDATIONS (may include medication(s), self-care strategies, and/or advice to seek medical attention from physician or other 
healthcare professionals) 

Prescription issued? ☐ Yes ☐ No

Advised to seek medical attention from another healthcare professional? ☐ Yes; advised to see: _______________________    ☐ No

Details of prescription and/or other recommendations, with rationale:  

MONITORING and FOLLOW-UP PLAN 

PROVIDERS NOTIFIED (if applicable) 

Primary care provider (name): ____________________              _   Date and method notified: ____________              ______ 

Other health care providers: __________________      __   Date and method notified: _____________              _____ 

PHARMACY/PHARMACIST INFORMATION 

Pharmacy name: __________________  ______     _   Pharmacy address: ________________  _   __  

Pharmacy phone number: ____________  ________ 

__________________________      ___________________________  ___________  
Print name of pharmacist and licence number         Signature of pharmacist             Date signed


	Name of patient: Dakota Example
	Patient phone number: 604-123-7654
	Personal Health Number: 1234 567 892
	Yes: On
	Yes_2: On
	Yes_3: On
	Patient symptoms and signs Assessment of relevant medical history and medications Diagnosis: Pt. reports symptoms of itching, burning, tingling on corner of lip. Reports no past history of cold sore. Sx  for 1 day. General malaise noted by patient + mild sore throat. No fever. No other systemic sx.
	Diagnosis: Consistent with primary cold-sore infection
	healthcare professionals: Yes_4
	Advised to seek medical attention from another healthcare professional: Off
	No_2: On
	MONITORING and FOLLOWUP PLAN: Patient to call pharmacy with any questions, concerns, worsening symptoms (fever, unable to eat) or if symptoms do not resolve in 7 days.  
	Date and method notified: n/a
	Date and method notified_2: 
	Primary Care Provider: Patient has no family doctor 
	Pharmacy address: 123 BC Street
	Pharmacy Name: Example Pharmacist
	Print name of pharmacist and licence number: Example BC RPh #12345
	Date signed: June 1, 2023
	Medical history: Relevant medical history: Depression & anxiety (controlled on escitalopram 15 mg daily). Not pregnant or breastfeeding. Relevant labs: None available on Careconnect No renal impairment. Not immunocompromised. Social history: No smoking, alcohol use, or recreational drug use
	Check Box4: Off
	Recs: Pharmacist provided counselling on transmission prevention and counselling on common triggers
	Rx: Pharmacist to prescribe Valacyclovir 1 gram BID x 7 days. Advised to start medication immediately. Benefits outweigh risk in prescribing as patient has no GP, and urgent care 6+ hours away. Patient unable to see a physician for 4 days. 
	Pharmacy Phone: 604-123-4577
	Check Box5: Off
	Check Box2: Yes
	Check1: Off
	Other HCP: 
	Clear Form: 
	HCP OTHER NOTIFIED: 
	signature: 


