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Long Term Condition Service Referral Form
This is a referral form for the following services - Respiratory, Heart Failure, Pulmonary Rehabilitation – complete pages 1 & relevant section on page 2.

Community Matron and NEL – complete page 1 only.

	Name: ………………………….

Date of birth: ………….………

NHS Number: …………………

Ethnicity: ………………..…….

Interpreter needed? Y / N
	Address: ………………………….

………………………………………

………………………………………

………………………………………
Key Safe No. …………………….
Tel. Number: ……………………..

Risk Stratification/PARR Score: ………………………………………

If known
	Patient’s GP: ……………………

…………………………………….
…………………………………….

If in patient
Ward:

Hospital:

Consultant:

	Date of referral:

Name (print):

Designation:

Contact Number:

Patient aware of referral: Y / N   



	NEL only – Time frame for 1st Visit
Reason for Referral/Current active problem: 

All urgent referrals to be phoned through on the health care professional line 0845 8400062 or 0300 300 1000
	Aims of Treatment – please indicate if patient is for palliative care only, any acceptable parameters of renal dysfunction for Heart Failure

	Other relevant information (i.e. Social,1st language, safety issues, Carer’s details, alternative contact if needed to gain access):


	Past Medical History: (list or attach summary)

	Current medications: (list or attach prescription)
Please highlight any new medications and the start date
Allergies:
	Smoking Status:

Smoker / Non Smoker/ Ex smoker
Number of Smoking pack years



	Heart Failure
Please attach a copy of the latest ECHO – this will be required prior to assessment
	Respiratory

Please attach a copy of the latest Spirometry – this will be required prior to assessment
	Pulmonary Rehabilitation 

Please attach a copy of the latest Spirometry – this will be required prior to assessment



	Diagnosis:

Date of Confirmed LSVD ECHO:

NYHA Classification:

NYHA III & IV only to be referred


	Diagnosis:

Confirmed by Spirometry? Y / N

Date and results of most recent spirometry:

VC      ………..l/min …………….. % Pred

FVC    ………..l/min …………….. % Pred

FEV 1 ………..l/min …………….. % Pred

FEV/FVC (FEV1%) ……………… %
	Diagnosis:

Confirmed by Spirometry? Y / N

Date and results of most recent spirometry:

VC      ………..l/min ………… % Pred

FVC    ………..l/min ………… % Pred

FEV 1 ………..l/min ………… % Pred

FEV/FVC (FEV1%) …………. %

	Last recorded -
U&Es             Date:

Na      _______ mmol/L

K        _______ mmol/L

Urea   _______ mmol/L

Creat  _______ mmol/L

eGFR  _______ 
	MRC Score:

SpO2 on air (at rest):

SpO2 on oxygen:
	Exclusion Criteria:

Unstable Angina?             Y / N

Acute LVF?                        Y / N

Uncontrolled Hypertension / Arrhythmia?                      Y / N

MI within 6 weeks of commencing Rehabilitation?                  Y / N

Compliance Issues?         Y / N

	BNP             Date:


	Date of last CXR and results:
	

	Vital Signs        Date:

BP ____ / _____ mmHg

Pulse ______ bpm
	O2 at home? Y / N

SBOT / LTOT / AOT
	MRC Score:

SpO2 on air (at rest):

SpO2 on oxygen:


	Number of Heart Failure admissions within the past 12 months:
	Number of COPD exacerbations within the past 12 months:
	O2 at home? Y / N

SBOT / LTOT / AOT
Number of COPD exacerbations within the past 12 months:


Please send this form to:

LTC Service, CHS Division, New Parks Health Centre, St Oswalds Rd, Leicester, LE3 6RJ  Fax No:0116 295 8786/0116 295 8772
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