Referral Form
                     BHF Community Heart Failure Nurses 


Office Tel: 265595   Fax: 265596



Gail Budgen – 07917246707

Confidential

Jeni Bayly – 07887994439
Service user name: 
                                                                                                    ID number: 

	Person being referred

	Family name:  ~[Surname]
	Forenames:  ~[Forename]

	Preferred name/ form of address: ~[Calling Name]
	Title: ~[Title]

	NHS no:  ~[NHS Number]
	SS ID:

	Hosp no:
	Other ID:

	Gender: ~[Sex]
	Date of birth:  ~[Date Of Birth]

	Permanent address:  
~[Patient Address Line 1]

~[Patient Address Line 2]

~[Patient Address Line 3]

~[Post Code]
	Temporary address (if different from permanent address):       


	Telephone number: ~[Telephone Number]
	Temporary telephone number:      

	Mobile number:  ~[Mobile]  
	

	GP: ~[Registered Doctor]
	Name of next of kin:      

	Practice name: 
	Relationship to client:      

	Practice address:


	Address (if different to client):
     

	Postcode: 
	Is next of kin also main carer? 
Yes FORMCHECKBOX 
    No FORMCHECKBOX 


	Practice telephone number: 204059
	Telephone number/s:

	Practice fax number: 220883
	Home             Work      

	
	Mobile      

	
	

	
	

	Person’s expectation of referral:      


	Individual’s summary of presenting health needs:      


	Medical history including recent hospital admission details and dates:      


	Known risk(s) to self? (E.g. falls, self-harm. If yes, describe below)  No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	     


	Known risk(s) to others? (If yes, describe below)  No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	     


	Safety issues when visiting? (If yes, describe below)  No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	     


Most recent echocardiogram (Do not refer without echo): 
Most recent Echocardiogram  Date: see below

 (Do not refer without Echo)

Echo1 report:   ~[ReadCode:5853~~M1~R~Date|Coded Data~0]

If previous echo: Trend:
     
	Last U&E: Date and Results



~[ReadCode:44h6~~M1~R~Date|Coded Data~0]

~[ReadCode:44h8~~M1~R~Date|Coded Data~0]
~[ReadCode:44JF~~M1~R~Date|Coded Data~0]
~[ReadCode:44JA~~M1~R~Date|Coded Data~0]

	Trend if available:

     


	Last FBC:  Date and Results
~[ReadCode:42H~~M1~R~Date|Coded Data~1]

~[ReadCode:423~~M1~R~Date|Coded Data~1]

~[ReadCode:42P~~M1~R~Date|Coded Data~1]

~[ReadCode:42A~~M1~R~Date|Coded Data~1]


	Trend if available:

     


	Last TFT: Date and Results
~[ReadCode:442c~~M1~R~Date|Coded Data~0]
~[ReadCode:442Y~~M1~R~Date|Coded Data~0]
~[ReadCode:442X~~M1~R~Date|Coded Data~0]
~[ReadCode:4424~~M1~R~Date|Coded Data~1]

~[ReadCode:442a~~M1~R~Date|Coded Data~0]
~[ReadCode:4429~~M1~R~Date|Coded Data~1]
~[ReadCode:43Gd~~M1~R~Date|Coded Data~0]



	Trend if available:

     


	Last LFT: Date and Results
~[ReadCode:44MA~~M1~R~Date|Coded Data~0]
~[ReadCode:44MI~~M1~R~Date|Coded Data~0]
~[ReadCode:44MP~~M1~R~Date|Coded Data~0]
~[ReadCode:44E9~~M1~R~Date|Coded Data~0]
~[ReadCode:44CU~~M1~R~Date|Coded Data~0]
~[ReadCode:44CU~~M1~R~Date|Coded Data~0]
~[ReadCode:44G7~~M1~R~Date|Coded Data~0]



	Trend if available:

     

	Last Cholesterol Date:      


	Results and Trend:
     


	NYHA Class:   FORMCHECKBOX 

	Discharge weight:      


	12 lead ECG      Date:             

	Report:      

	Underlying aetiology:      


Past cardiac history:






Details
	IHD (Note previous MI, Angina, 

PCI or CABG



Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
                


	Hypertension



Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
                


	Valvular disease


Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               


	Cardiomyopathy


Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               


	Pacemaker



Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               


	Arrhythmias



Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               


	Hospitalised due to heart failure?
Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               


	Other cardiac history


Yes   FORMCHECKBOX 

No    FORMCHECKBOX 
               



	Reason for referral (please tick)


 FORMCHECKBOX 

Medication initiation and parameters


Details:       
 FORMCHECKBOX 

Medication titration


Details:        
 FORMCHECKBOX 

Symptom management and lifestyle issues


Details:        
Current medication:

~[Medication]
Previous therapeutic medication with reason stopped and date:

     
Does this require urgent attention? (If yes, state reasons below)   Yes    FORMCHECKBOX 
        No    FORMCHECKBOX 

Reasons:        
Form completed by:     



Designation:
GP

 FORMCHECKBOX 








Practice nurse


 FORMCHECKBOX 

Signed: ………………………………………..

Date:  ~[Today...]




Date sent: ……………………….

Has patient consented to referral?   Yes   FORMCHECKBOX 

No  FORMCHECKBOX 

Name and contact of referrer:  as above Charter Medical Centre
PLEASE DO NOT REFER WITHOUT THE CRITERIA ASKED FOR IN BOLD
Name: ~[Forename] ~[Surname]
        Date of birth: ~[Date Of Birth]
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