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                                                          Brighton Health Care

                                                                                  NHS Trust

RAPID ACCESS HEART FAILURE CLINIC
Referral Form

Referral date: ~[Today...]





Referred by:      
We aim to see this patient within 2 weeks from the date of this referral

	Patient Name: ~[Forename] ~[Surname]
	Home Tel: ~[Telephone Number]

	Date of Birth: ~[Date Of Birth]
	Work Tel: 

	Age: ~[Patients Age]
	Mobile No: 

	Address: ~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3]~[Patient Address Line 4]


	Surgery: 



	Post Code:  ~[Post Code]    
	Registered GP Name: ~[Registered Doctor]

	NHS number: ~[NHS Number]
	GP Tel: 


All patient details must be completed or referral will not be accepted.

Reason for referral:  Known heart failure  FORMCHECKBOX 

Suspected heart failure  FORMCHECKBOX 

Comments:      
Current symptoms: 
Breathless at rest  FORMCHECKBOX 

Breathless on exertion  FORMCHECKBOX 




Fatigue  FORMCHECKBOX 


PND  FORMCHECKBOX 


Oedema  FORMCHECKBOX 

Other:      
	Examination:       Pulse:      
	Blood Pressure: ~[Blood Pressure:1]

	                           JVP:      
	

	Date of last Echo:      
	Result:      

	Date of last ECG:      
	Result:      

	Date of last CXR:      
	Result:      


Please attach copies of results and reports wherever possible
Blood Results (if done):      
Past Medical History:

 ~[Active Problems:AS~PS]
Medication: 

~[Medication]

Allergies (if recorded):

~[Allergies]

BMI:

~[ReadCode:22K~~M1~R~Date|Coded Data~1]

This form must be faxed to 
Referral criteria for Rapid Access Heart Failure Clinic: :

Patients with New Symptoms OR

Where diagnostic, therapeutic, or other 

Patients with  Established Heart Failure 
management issues require cardiologist
 





input.









