                                                     South Downs Health 



NHS Trust
From Community Continence Service
   Hove Polyclinic, Nevill Avenue, Hove. BN3 7HY.    Tel no: 01273 265912.    Fax 01273 242245

	Name:

Address:

Hospital No:

Date of Birth

Tel No:
	Consultant:

GP/Doctor:

Address:

Assessing Nurse:

Contact No:

	Your patient was referred for  TWOC  ⁭  which was Successful     □        Unsuccessful  □
Bladder ultrasound post void residual  …………..mls

Name of referrer…………………………..   GP □   Urology  □    Other  □ ………………………

  

	Your patient was referred for :
ISC  ⁭    Dilatation   ⁭     Other   ⁭ Please comment……………………………………………
Name of referrer………………………….. GP □   Urology  □    Other  □ ………………………

Outcome of episode of care:



	This patient requires a prescription for the following items:
Urinary Catheter x 3……………………………………size: 12CH /  14CH  / 16CH     10ml Balloon

Catheter leg bags x 5……………………………………Capacity: 350mls  /  500mls


Tube Length 0cm / 10cm / 30cm

Catheter 2L night bags x 5 ……………………………...Type: drainable / non drainable.

Lubrication x 5……………………………………………  6ml / 11ml

Fixation strap x 5…………………………………………

Catheter valve x 5……………………………………….

Intermittent Self Catheters…………………………….. size: 10CH / 12CH / 14CH / 16CH

	If you have any queries do not hesitate to contact the Continence Service.
Signed…………………………….   Designation………………………….Date………………………..

Name……………………………….


NHS
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