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SKIN CAMOUFLAGE REFERRAL FORM

I wish to refer the following patient for a skin camouflage consultation:

	Patient’s name
	

	Date of Birth
	

	Address 


	

	Telephone no.
	


*  Very important that we have a contact number

Condition …………………………………………       Site…………………………………………… 

Are there any infectious conditions present that would pose a risk to the Skin Camouflage Practitioner or anything to contra-indicate the use of camouflage creams?    YES/NO                           


If YES, what are they?

	Hospital/GP practice 

Signature                                                                                      Date 

(Consultant/GP/Dermatology Nurse Specialist)       


On receipt of this referral, an appointment for a skin camouflage consultation will be sent directly to the patient.  If you require any further information, please contact the Skin Camouflage  co-ordinator at the address below:

	Mrs Sharon Taylor

Skin Camouflage Co-ordinator – Kent

25 College Road

Maidstone

Kent

ME15 6SX 

Email: staylor@redcross.org.uk  Tel:- 01622 625114 Fax :- 01622 690012
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