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                                        Sussex-Wide CFS/ME Service

Standardised Referral
	1.
	Patient details
Name: ~[Forename] ~[Surname]

Address: ~[Patient Address Line 1], ~[Patient Address Line 2], ~[Patient Address Line 3], ~[Patient Address Line 4], ~[Post Code]

Date of Birth:  ~[Date Of Birth]                            NHS No: ~[NHS Number]
Home telephone: ~[Telephone Number]

Other telephone: ~[Mobile]

	2.
	Referring GP
Name: ~[Free Text:Name of referrer]

Address: 

Telephone: 

	3.
	Patient fulfils criteria for referral to Sussex-wide CFS/ME service


	(a)
	Age > 16 years
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	
	NB: Under 16s should be referred to Acute or Community Paediatrics or CAMHS

	(b)
	Primary complaint of unexplained fatigue causing significant disability
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(c)
	Fatigue affecting physical and mental functioning
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(d)
	Duration of symptoms > 6 months
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(e)
	Patient has received guidance in self-help and written information about CFS/ME
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(f)
	Patient is willing to undertake assessment and management which is biopsychosocial
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(g)
	Patient does NOT fulfil criteria for any alternative medical or psychiatric diagnosis
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Tests required pre-referral
	Checked within last 3 months
	Results normal within last 3 months

	Full blood count
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	ESR or CRP
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Urea & Electrolytes
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Liver function tests
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Calcium
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Albumin
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Creatine kinase (CPK)
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Thyroid function (TSH & free T4)
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Coeliac screen
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Random blood sugar
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Urinalysis: blood, glucose & protein
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 




Please attach copies of all relevant results to this referral

	4.
	Brief Clinical History with date of onset      



	5.
	Previous history of diagnosis or management of CFS/ME


	
	In general, intervention in the form offered by our service is most likely to be successful early after diagnosis and repeated referral is NOT indicated

	(a)
	What is the duration of the patient’s symptoms of CFS/ME?
	      months

	(b)
	Is this a NEW diagnosis of CFS/ME?
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	(c)
	If this is NOT a new diagnosis, has the patient previously attended another unit for diagnosis or management?
	Yes  FORMCHECKBOX 
            No  FORMCHECKBOX 


	
	IF YES:
Name of Unit: 

     
Date of diagnosis:      
Intervention(s): please list and describe 

     
Outcome from interventions: 

     
Reasons for making another referral to THIS service: 

     



Referral to be sent to:

Sussex Wide CFS/ME Service

Sidney West Primary Care Centre
Leylands Road

Burgess Hill

RH15 8HS

Tel:  01444 238870
Fax: 01444 238889
