	Referral Form Heart Failure          Office Tel – 265595  Fax – 265596

Gail Budgen – 07917246707    Jeni Bayly - 07887994439                                                                Confidential

	Person being referred 

	Family name:                  

                                                                                                        
	Forenames:

	Preferred name/form of address:
	Title:

	NHS ID
	
	SS ID
	

	Hosp ID
	
	Other ID
	

	Gender (tick)
	Female
	
	Male
	
	Date of birth
	


	Service user name:


	ID number:



	Permanent address*


	Temporary address (if different from permanent address)

	Telephone number 
	Temporary telephone number

	Mobile number 

	General Practitioner (GP)*
	Name of next of kin*

	Practice name*
	Relationship to client*

	Practice address*


	Address (if different to client)



	Postcode*
	Is next of kin also main carer? (Yes/No)

	Practice telephone number*
	Telephone number/s*   

	Practice fax number *
	Home                                Work                                

	
	Mobile

	Person’s expectation of referral*

	Individual’s Summary of Presenting Health Need*


	Medical History 


	Details of admission/s



	Known risk(s) to self? (e.g. falls, self-harm, if yes describe below)
	No
	
	Yes
	

	

	Known risk(s) to others? (if yes describe below)
	No
	
	Yes
	

	

	Safety issues when visiting? (if yes describe below)
	No
	
	Yes
	

	


	Most recent  Echocardiogram

Date:
(Do not refer without Echo)
	Echo1 report:

	
	If previous echo: Trend:



	Last 

U&E Date:

	TREND IF AVAILABLE

Date

Na

K

Creat

Urea

EGFR



	FBC Date:
	Date
FBC
WCC
Platelets
Mean CV
CRP
ESR


	TFT Date:
	Date

TSH

Free Thyroxine

PFT



	LFT Date:

	Date

Protein

Globulin

Albumin

Bilirubin

Alk phos

ALT



	Cholesterol Date:
	Results and trend:

	NYHA Class:
	

	Discharge weight:
	

	12 lead ECG & Date


	Angiogram results and Date
	Renal ultrasound and Date
	Other



	
	
	
	

	Underlying aetiology
	


Past Cardiac History



      Details

	IHD (Note previous MI, Angina, PCI or CABG)
	Y / N
	

	Hypertension


	Y / N
	

	Valvular disease


	Y / N
	

	Cardiomyopathy
	Y / N
	

	Pacemaker


	Y / N
	

	Arrhythmias


	Y / N
	

	Hospitalised due to heart failure?
	Y / N
	

	Other cardiac history
	Y / N
	


Reason for referral
Details

	Medication initiation and parameters

	

	Medication titration

	

	Symptom management and lifestyle issues
	


Current medications
Medication
                                                              Dose

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Previous Therapeutic Medication
      
Reason Stopped and Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Does this require urgent attention? (if yes state reasons below)
	No
	
	Yes
	

	

	Form completed by:
	Designation:



	Signed:
	Date:
	Date sent:


Has patient consented to referral?     Y/N

Name and contact of referrer: 

……………………………………………………………………………………………………
PLEASE DO NOT REFER WITHOUT CRITERIA ASKED FOR IN BOLD








