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COMMUNITY UROLOGY SERVICE

INCORPORATING THE CONTINENCE AND ERECTILE DYSFUNCTION SERVICE

Adult (>16 year) Referral form 
Send referral form to:  Hove Polyclinic   FAX: 242245

Use this form to refer patients who are willing and capable to attend for Erectile Dysfunction, Lower Tract Symptoms, and Complex Continence Assessment.

· A GP CAN REFER DIRECT TO A CONSULTANT IF WISHED EG FOR A LARGE PROLAPSE

· YOUR DISTRICT NURSE CAN DO AN INITIAL CONTINENCE ASSESSMENT AND ARRANGE PROVISION OF CONTINENCE PRODUCTS

	EXCLUSION CRITERIA (NICE Guidelines 2006) – CONTINENCE ONLY

	Refer or treat appropriately:

· Visible Haematuria

· Suspected Pelvic Mass

· Retention

· Uncontrolled Diabetes
	· Recurrent/persisting Haematuria

· Symptomatic/significant Prolapse

· Prostactic Hypertrophy

· Severe Constipation


	PATIENTS DETAILS

	Forename  
~[Forename]
	Surname
~[Surname]
	Date of Birth
~[Date Of Birth]
	Sex M / F
~[Sex]

	Address 

~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3] ~[Patient Address Line 4] 
Postcode  ~[Post Code]
	Daytime tel no.
~[Telephone Number]
	Mobile tel No.

~[Mobile]

	
	NHS number  ~[NHS Number]


	
	Hospital number  

	If the patient requires an interpreter please state language required:
     
	Please state any other special needs:
     


	PRACTICE DETAILS

	Practice: 
Address: 
Postcode: BN3 1RF
	Referring GP:      

	
	Date of GP consultation:      

	
	Tel number: 

	
	Fax number: 


	Presenting symptoms

	
	Yes 
	No 
	Details 

	Frequency 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Please tick:            day   FORMCHECKBOX 
              night   FORMCHECKBOX 


	Urgency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Urinary incontinence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Dysuria
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bowel problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Erectile dysfunction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	PAST MEDICAL HISTORY

	See below


	MEDICATIONS

	See below


	PREVIOUS INVESTIGATIONS - CONTINENCE

	
	Yes
	No
	Examination findings:

	Cystoscopy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Abdominal:
	     

	Ultrasound
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vaginal:
	     

	Urodynamics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rectal :
	     

	Ano/rectal
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	


	ERECTILE DYSFUNCTION

	B.P.
See below
	Urine analysis
     
	Genital examination
     
	Fasting lipids (if appropriate)

     

	Testosterone 
     
	
	
	


 For the referral to the E.D. clinic to be processed the above investigations MUST be recorded

	In some instances it may be necessary to refer your patient on to Secondary Care.  Are you happy for this service to do so?
	Yes   FORMCHECKBOX 
           No   FORMCHECKBOX 



Name:       

    Signature _________________________
Date: ~[Today...]

Please find below the following information if recorded: Current Acute and Current Repeat Medication, Allergies, BMI, BP (last 3 readings), Significant Active and Significant Past Medical History, Smoking Status:
Current Medication:

~[Medication]
Allergies (if recorded):
~[Allergies]
BMI:
~[ReadCode:22K~~M1~R~Date|Coded Data~1]
Blood Pressure (last 3 readings):
~[Blood Pressure:3]
Medical History:
~[Active Problems:AS~PS]
Smoking Status: 
~[ReadCode:137~50Y~~R~Date|Coded Data~1]
website: www.brightonhovecitypct.nhs.uk


