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	REFERRAL FORM
Wound Care Advice  /  Community Dermatology Nurse Service

Please Fax to: - 01273 242214

	Referral to (tick)
	Wound Care Service
	
	Dermatology Nurse Service
	

	Family name:  
	Forenames:      

	Preferred name/form of address:
	Title:

	NHS ID:
	Date of Birth:
	M/F

	Patient’s Address (please give as much detail as possible if address difficult to find)
Postcode: 

	Patient’s Phone Numbers: 
	Home:
	Mobile:  

	Referral from:   (tick) 
	DN Team
	 FORMCHECKBOX 

	PN
	 FORMCHECKBOX 

	GP
	 FORMCHECKBOX 

	MHS
	 FORMCHECKBOX 


	N/Home
	 FORMCHECKBOX 

	R/Home
	 FORMCHECKBOX 

	School N
	 FORMCHECKBOX 

	HV
	 FORMCHECKBOX 

	Self/Carer
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 


	Referred by:

Job Title:

Place of work:

Contact number: 
	GP:

Surgery Address:

Tel:



	Details of current problem and reason for referral


	Details of current treatment: (e.g. topical treatments, dressings, compression,  Doppler ABPI results)



	Has the current problem been assessed by a senior member of the team (e.g. band 6 or 7) prior to making this referral?

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 
 
Who:  ………………………

	Date referral sent:

	(for office use only)

	Date referral received:
	Date and time of arranged visit:

Where to be seen:


Suspicious lesions, acute conditions/infections requiring urgent medical intervention need to be referred to GP
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