	Referral Form
               Community Respiratory and Heart Failure Service
Telephone: 01273 265593 or Fax: 01273 265596
THIS IS NOT A DIAGNOSTIC SERVICE

CONFIDENTIAL


Respiratory
□

Heart Failure
□


	Family Name:

Title:
	Forenames:

	Preferred name:
	Ethnicity:





	NHS ID:
	
	D.O.B:
	

	Hosp ID:
	
	Gender:
	  Male/Female  (please delete)

	Permanent address:


	Temporary address (if different from permanent address):

	Telephone/mobile number:
	Temporary telephone number:



	GP name and address:

	Name and address of next of kin:

Is next of kin also main carer?  YES/NO (please delete

	Practice telephone number:

Practice fax number:
	Telephone number(s):

Home/Mobile:


  Work:

	Individual’s Summary of Presenting Health Need:



	Past Medical History including recent hospital admission details and dates (a computer summary attached to this form is acceptable)


	Known risk(s) to self/others/when visiting?


NO
□
YES 
□
Details:

	Current and previous medication – including date and reason why stopped. (a computer summary attached to this form is acceptable)



	Drug Intolerance:



	Smoking History:



	Alcohol Intake: 



	Patient Name: 
	Date of Birth:

	REFERRAL FOR RESPIRATORY ASSESSMENT
	REFERRAL FOR HEART FAILURE NURSES
DO NOT REFER WITHOUT DIAGNOSIS CONFIRMED BY ECHO

	COPD
□       Interstitial Lung Disease
□
Bronchiectasis
     □                Asthma□
(Please attach CT scan report if available)

Please attach spirometry and/or other relevant investigatory reports.
Patient Category (Asthma only)
Recent A&E attendance                   
□
Symptomatic                                   
□
(despite optimised inhaled therapy)                            
Erratic control                                 
□
Purpose of Referral
Pulmonary Rehabilitation



□
Long Term Oxygen Therapy Assessment (LTOT)
□
Ambulatory Oxygen Assessment


□
Long-term Nebuliser Assessment


□
Education Sessions




□

Maintenance Programme for patients with 

□
gradual decline in function


Rapid response (for patients in acute
 

□
Exacerbation to prevent hospital admission)


Inhaler Review




□ Physiotherapy



           

□
Occupational Therapy


            
□
(including non-pharmacological anxiety management)

Additional Information
Pulse Oximetry on air at rest 

……………%

Pulse Oximetry on air at exertion
……………%

Unavailable



□
Spirometry:
FEV1
…………       FVC……     FEV1/FVC……..

PRIORITY
Does this require urgent attention?     YES□    NO □
	Diagnosis of HF confirmed by echo
YES
□
Most recent echo date:
……………………………

Previous echo trend: ……………………………………..

NYHA Class: …………………………………………….

12 lead ECG Report Date: ……………………………….

Past Cardiac Hx                                   Details

IHD

   YES □  NO □
Hypertension
   YES □  NO □
Valvular disease YES□    NO □
Cardiomyopathy YES□    NO □
Pacemaker 
    YES□    NO □
Arrhythmias 
    YES□    NO □
Hosp due to HF   YES□    NO □
Other Card hx     YES□    NO □
Reason for Referral




Medication Initiation           YES □  NO □
& Parameters

Medication titration             YES □  NO □
Symptom management        YES □  NO □
and lifestyle issues

Details
Does this require urgent attention?
YES□    NO □

	Referrer’s Name:
(PLEASE PRINT)
	Designation:

	Referrer’s Signature:

	Date:

	Contact Number:


	Organisation:
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