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LYMPHOEDEMA SERVICE REFERRAL FORM
E-MAIL wwl.tr-wiganlymph@nhs.net 
TEL 01942 482244/30
	Date and time:

	Current Location of Patient / Service User

_________________________________

_________________________________

_________________________________
Relevant Telephone Nos

	Consent given to referral?  Yes/ no

Informed consent given to share information with all agencies as required -providing care. Yes/ no delete as required

If no state whom information must not be shared with:- ____________________________________


	Patient / Service User Details

Surname: ____________________Title:__________                                                          

Forename:_________________________________                         

Address:___________________________________                                                                        

__________________________________________                                                                                      

__________________________________________
Post Code:                            Tel No:                                                 

D.O.B :                  Age:                                           
	NHS No.


	
	Gender: M / F  

Known Allergies : ________________    

______________________________

Religion:_______________________

Ethnicity:_______________________

Language:______________________                                                                                                                                                   Interpreter required: yes/no ________ 

Current or past occupation _ 
Does the patient have a learning disability?________________________Does the patient smoke?___                                                                                                                                    

	Lives Alone: Yes/No :  If no lives with

Accommodation Specify Type: eg house bungalow                      

 Owner Occupied or Rented      Nursing Home/Residential Home / Sheltered Accommodation:

Access and any Risk issues identified: Yes/No  (see back page)

	
	Relationship
	Name
	Address
	Contact No



	Next of Kin
	________


	_________________

_________________
	________________________

________________________
	________

	Main Carer
	________


	_________________

_________________
	________________________

________________________
	________

	Other Contact
	________
	_________________

_________________
	___________________________

___________________________
	________

	Please use table below to identify formal involvement (referrer and /or other professionals)

	
	Name (print)
	Address /Location
	Contact No

	Referrer
	___________________________
	________________________
	___________

	General Practitioner
	___________________________
	________________________
	___________


Date & time                   

                                            patient name              
	Reason for referral / presenting problems/diagnosis. * include site of Oedema*

	___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________




	Previous relevant medical history / essential clinical information / medication etc. 

Additional documents can be added if needed

Please specify hospital attendance and /or admission in the past 12 months

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Has the swelling been present for more than 3 months?     Yes/No

 Does the patient currently have:-

· A  Deep Vein Thrombosis (DVT)   - Yes/No

· Acute inflammatory Infection/cellulitis – Yes/No

· 8 weeks post-operative – Yes/No

· An unhealed ulcer  - Yes/No

· Unstable cardiac failure – Yes/No

· Unstable renal failure – Yes/No

· Low serum/albumin levels – Yes/No 

· Please give the patient’s Body Mass Index (BMI)________________

PLEASE NOTE REFERRALS FOR PATIENTS WITH A HIGH BMI ( ABOVE 40) WILL NOT BE ACCEPTED UNLESS THEY ARE PARTICIPATING IN A WEIGHT MANAGEMENT PLAN.

The nature, significance and length of time problem has been experienced (include any recent life events or changes relevant to the problem).

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Potential Risk Issues before initial contact.

Is there any information about the person, relatives or their home environment that staff should be aware of to ensure their safety? PLEASE STATE CLEARLY
……………………………………………………………………………………………………………………………..
  PLEASE ENSURE ALL SECTIONS OF THE REFERRAL  ARE COMPLETED  FULLY

THE REFERRAL WILL BE TRIAGED AND IF ACCEPTED, THE PATIENT WILL BE PLACED ON THE WAITING LIST FOR ASSESSMENT.

 AN OPT- IN LETTER WILL BE SENT TO THE PATIENT REQUESTING THEM TO MAKE AN APPOINTMENT.

signature                                                                                    date/time
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