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LEG ULCER CLINIC REFERRAL FORM


Date: ~[Today...]

	To:

Tissue Viability Service

Room 10, 11 & 12

A4

Brighton General Hospital

Fax: 01273 242214


	From:        (GP)
Fax:     

Tel:      


	Patient Name: 

~[Forename] ~[Surname]
	DOB:  ~[Date Of Birth]

	Address: ~[Patient Address Block] ~[Post Code]
	

	Tel: Home: ~[Telephone Number]

        Mobile: ~[Mobile]
	NHS number: ~[NHS Number]


	I would be grateful if you would see this patient for: (eg compression bandaging.)      


	Presumed diagnosis where appropriate: (e.g. venous, mixed aetiology ulcers.)      


	Treatment already tried: (e.g. dressing, bandaging.)      


	Investigations performed where relevant, including results: (PLEASE SEND COMPLETED LEG ULCER ASSESSMENT FORM)

     



	Comments / other info./ PH :      
(For allergies see below)


Active and Past medical history: 

~[Active Problems:AS~PS]

Allergies:
 ~[Allergies]
Medication:

~[Medication]

When procedure is complete please fax back to originating practice.

~[Forename] ~[Surname] DOB: ~[Date Of Birth]
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