
[image: image3]ADULT SPECIALIST LYMPHOEDEMA/CHRONIC OEDEMA SERVICE REFERRAL FORM

All referrals must be faxed or sent by post to the BCHC Lymphoedema Service for your geographical area:

	Moseley Hall Hospital Alcester Road, Moseley, Birmingham, B13 8JL. Fax: 0121 466 6171 (SOUTH BHAM)
Summerfield Primary Care Centre Heath Road, Winson Green, Birmingham, B18 7AL. 
Fax: 0121 687 1459  (HEART OF BHAM)

Blakelands House 400 Aldridge Road, Perry Barr Birmingham B44 8BH Fax: 0121 332-1901(NORTH AND EAST BHAM)


	Please complete all sections fully and circle or tick* as appropriate.  Omitted sections may delay the allocation of an appointment

	Patient Details

	Surname:


	Date of Birth:
	GP:



	First Name:


	Age:
	Surgery Address:

	Preferred Name:


	Gender:
	

	NHS No:


	Marital / Civil Status:
	Post Code:

	Address:


	Religion:
	Tel No:



	
	Ethnicity:
	Consultant:

	Post Code:


	Communication Support Required:*  YES  /  NO
	Address:

	Telephone No’s

Home:

Work:

Mobile:
	Preferred First Language:


	

	
	Interpreter Required: *

YES   /  NO
	Post Code:

	
	Other Communication Barriers, e.g. Hearing Loss, Visual Impairment:
	Tel No:

Fax:

	Patient aware of referral  

[image: image4.emf]     YES* 

Please refer to BCHC Consent Policy
	
	

	Assessment Required
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[image: image6.emf]Clinic                                                                                        Hospital (Consultation Only)                      

Home                                                                                       Nursing Home (Consultation Only)

(Home visits may be offered to the housebound or patients with access problems)                              


	Reason for Referral
	Duration of Symptom
	Circle Area Affected

	Swelling?
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                       FRONT                             BACK
Staging of oedema (if known) :

Refer to BCHC Lymphoedema Referral Criteria 


	Heaviness?
	
	

	Numbness / Tingling / Altered Sensation?


	
	

	Pain?
	
	

	History of Cellulitis?
	
	

	Lymphorrhoea /
Leakage of Lymph Fluid?
	
	

	Other - Please state?
	
	

	Medical History-Please attach a patient summary in addition to any relevant correspondence, investigations, blood results , interventions and staging of cancer as appropriate:


	

	

	

	


	Patient’s Name:

	NHS NO:

	Medication / Neo /Adjuvant Therapy

	

	

	

	

	

	


	Risk Management Concerns – Are there any safety or security issues involved in seeing this patient?

	BMI ( If BMI greater than 35 then please refer to BCHC Specialist Obesity Service):
(BMI greater than 35 please refer to the obesity management programme)



	Alerts (MRSA / Tissue viability / Manual handling concerns):



	Allergies (Drug allergies / Skin sensitivities / Latex allergies):



	Hazards (Key codes / Dangerous dogs, Family concerns etc.):


	Other:


	Support Involved

	Next of Kin

Name:


	Main Carer

Name:

	Address:


	Address:

	
	

	Tel No:


	Tel No:


	Multi-Disciplinary Services Involved

	District Nurse

Name:


	Other

Name:

	Team:


	Team:

	Address:


	Address:

	
	

	Tel No:


	Tel No:

	Additional Comments

	

	


	Referrer Details

	Print 
	Official Use:

Local Reference Number:

Priority:

Visit Agreed:

Clinic / Other venue:

Comments:


	Sign 
	

	Designation
	

	Date:
	

	Team / Service / Practice
	

	Address:
	

	Tel No:         

	

	Mobile No:

	

	E-mail:
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Information for the patient is available and alerts client to a concern





Patient has the knowledge of risk factors and has concerns regarding chronic oedema / lymphoedema





Patient has no knowledge or awareness of the condition





Patient presents to the Health Care Professional





HEALTH CARE PROFESSIONAL CONFIRMS WITH THE PATIENT THAT THEY HAVE NO SWELLING





Reinforces educational information





Verbal and written information provided on:





Reducing risk


Signs and Symptoms


Referral Pathway


Local Expert Patient Program





CONSULTS WITH BCHC REFERRAL CRITERIA FOR THE LYMPHOEDEMA SERVICE





Consider the appropriateness of Level 1 or Level 2 intervention by Lymphoedema CNS





HEALTH CARE PROFESSIONAL CONFIRMS CHRONIC OEDEMA OR LYMPHOEDEMA PRESENT








CONSULTS WITH BCHC  PCT REFERRAL CRITERIA FOR THE LYMPHOEDEMA SERVICE








Health Care Professional addresses contra-indications for referral


Health Care Professional investigates and treats underlying conditions


Health Care Professional refers onto a Medical Specialist for stabilisation of a medical condition


Health Care Professional refers on to additional BCHC  services to address associated health conditions


Sign posted to alternative provider





REFERS TO LYMPHOEDEMA CLINICAL NURSE SPECIALIST (CNS)





Assessment triaged by the Lymphoedema CNS





Priority level selected





Receipt of referral, appointment venue and time allocated.  Joint visit arrangements negotiated as necessary





Assessment completed and confirms level of intervention required





Commissioning mechanism for out of area clients commenced





LYMPHOEDEMA CNS INITIATES AN AGREED INDIVIDUAL CARE MANAGEMENT PATHWAY AS DETAILED IN THE LYMPHOEDEMA SERVICE SPECIFICATION -THIS MAY INVOLVE THE SUPPORT OF THE REFERRER.








