	Brighton Stroke Service TIA Referral Form. 
A TIA is a clinical syndrome characterised by an acute loss of focal cerebral or monocular function with symptoms lasting less than 24 hrs, thought to be due to inadequate cerebral or ocular blood supply as a result of low blood flow, arterial thrombosis or embolus, associated with disease of the arteries, heart or blood.

TIA patients will be seen by the TIA service on Solomon/Donald Hall Ward within 7 days of referral and ideally within 24 hours. Patients whose referral form and symptoms are NOT suggestive of a TIA will be reviewed by the Stroke Service and referred back to the GP for further management and alternative referral where appropriate.  Details regarding the diagnosis of TIA to be seen in the Key Points document
Patients with recurrent TIAs who have been previously investigated should be discussed with consultant or referred for an urgent out-patient appointment.

	Patient’s Name ~[Forename] ~[Surname]
DOB      ~[Date Of Birth]   Age ~[Patients Age]
Hosp No/NHS No  ~[NHS Number]
Address  
~[Patient Address Block]

~[Post Code]
Home phone  ~[Telephone Number]
Mobile  ~[Mobile]

	Referrer Name: Dr        
Bleep/Extn

Mobile

Phone 
Email

Fax  


	Presenting History:      
	ABCD2 Score
A   Age>60yrs                                          = 1

B    BP>140/90                                        = 1

C    Unilateral weakness                          = 2

OR Speech deficit and NO weakness      =1

OR Other                                                  =0

D Symptom duration        > 1hour            = 2

OR Symptom duration 10-50 mins           =1

OR Symptom duration <10 mins              =0

D2 Diabetes                                              =1

                                          TOTAL  =        /7
Score ≥5=High risk 
Score ≤4= Low risk


	PMH

( HYPERTENSION  Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

( PREVIOUS STROKE/TIA  Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

( AF  Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

	Pulse        / min    reg  FORMCHECKBOX 
  irreg   FORMCHECKBOX 

BM       
BP        /         

Carotid bruit  Y  FORMCHECKBOX 
 N   FORMCHECKBOX 

    

	Drugs:  see below



	Please start Aspirin 300 mg unless contra-indicated.  If recent dyspnoea or PMH peptic ulcer disease cover with Lansoprazole 30 mg once daily.

Now refer 
GPs/SEH via STAN on 0845 434 8881 or direct to TIA service on 01273 523218
Level 5 Patients by 01273 523217 or  01273 523218    

	FOR COMPLETION BY TIA SERVICE

1. TIA appointment    ___/____/______             _____ hr: _____ :min

2. Neuro symptoms lasting >24 hours admit to the Stroke Unit direct or via MASU if no bed available

3. Likely non-TIA refer back to the primary care physician following phone discussion with the primary care physician.


	Action discussed with Primary Care Physician.   Dr ____________________
___/____/______             _____ hr: _____ :min   Signed  …………………………….

	Source of referral:    GP               /   A&E   /   MASU   /   STAN   /   SEH   /   UCC / ED


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


