Brighton & Sussex University Hospitals NHS Trust

COAGULATION: EXT 4578, Fax 664977
	ANTICOAGULANT REFERRAL

	SURNAME:  ~[Surname]      HOSP NO:
NHS NO: ~[NHS Number]

FIRST NAMES:  ~[Forename]   DOB:  ~[Date Of Birth]
HOME ADDRESS:  ~[Patient Address Line 1]~[Patient Address Line 2]~[Patient Address Line 3]~[Patient Address Line 4]
POST CODE: ~[Post Code]  TEL NO: ~[Telephone Number]

	INDICATION FOR ANTICOAGULATION
 FORMCHECKBOX 
  AF                              FORMCHECKBOX 
   AF for DCCV

 FORMCHECKBOX 
   DVT                           FORMCHECKBOX 
   PE

 FORMCHECKBOX 
   Mech bileaflet aortic valve

 FORMCHECKBOX 
   Mech caged ball aortic valve

 FORMCHECKBOX 
   Mechanical mitral valve

 FORMCHECKBOX 
   Mitral valve  repair

 FORMCHECKBOX 
Other (please specify)

     
	DURATION OF THERAPY
 FORMCHECKBOX 
   3 months
 FORMCHECKBOX 
   6 months

 FORMCHECKBOX 
   Lifeling

 FORMCHECKBOX 
  Other (please specify)

     
	

	
	WARFARIN DOSING HISTORY
DATE

INR
DOSE

	

	OTHER DIAGNOSES:
     

	
	HOSPITAL:     
WARD:     
CONSULTANT:     
GP:   ~[Registered Doctor]
DISCHARGED TO:

 FORMCHECKBOX 
  HOME     FORMCHECKBOX 
  TEMP.ADDRESS (specify below)
OTHER INFO. (e.g. different INR range, wheelchair)
     


	DISCHARGE MEDICATIONS:
     
SPOUSE/CARER ADMINISTERS MEDS:                       FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No
TRANSPORT:    FORMCHECKBOX 
   Not required                            FORMCHECKBOX 
   Hospital car

                            FORMCHECKBOX 
    1 man ambulance                  FORMCHECKBOX 
   2 man ambulance


	

	DOCTOR’S NAME:   ~[Free Text:Name of referrer]               BLEEP:                  DATE: ~[Today...]              FAXED:      
(SIGN & PRINT) 



ROYAL SUSSEX COUNTY HOSPITAL – ANTICOAGULANT DISCHARGE PROCEDURE

1. A referral form must be filled out for all patients on Warfarin.

2. An INR must be done within FOUR days of discharge.

3. BSUH Anticoagulation clinic only runs on Mondays and Thursdays.  If a blood test is due on other days or a bank holiday, the patient should return to the ward for an INR and dosing by the ward doctor.

4. For patients outside Brighton and Hove, the ward doctor is responsible for ringing the patient’s GP and faxing this referral form to the GP/regional anticoagulant clinic.  The discharging doctor is responsible for the patient’s care until follow-up monitoring is arranged.

5. Discharge is not recommended if INR is greater than 5.0.

6. All BSUH patients need to attend the main RSCH clinic for their first appointment after discharge.  This includes patients where samples are usually sent by the GP.

7. Duration of treatment must be stated.  Check with Consultant if in doubt.

Usual target INR ranges & duration



Atrial Fibrillation (AF)



2.0 – 3.0

lifelong



AF for DCCV (cardioversion)


2.5 – 3.0

6 months



Treatment of DVT / PE



2.0 – 3.0

6 months



Recurrent DVT / PE while on Warfarin

3.0 – 4.0

lifelong


Mechanical bileaflet aortic valve


2.5 – 3.5

lifelong


Mechanical caged ball aortic valve

3.0 – 4.0

lifelong



Mechanical mitral valve



3.0 – 4.0

lifelong



Mitral valve repair



2.0 – 3.0

3 months



Arterial disease e.g. MI / Arterial emboli

2.0 – 3.0

6 months/lifelong



Other indications



2.0 – 3.0

your specification

	This request must be COMPLETED IN FULL, IN BLACK INK and faxed to Coagulation (664977) before appointment can be made.  Incomplete forms will not be appointed.


