Community Home Oxygen Service Referral Form
Please note pulse oximetry MUST be provided. Referrals for non-palliative patients will only be accepted where oxygen saturations are ≤ 92%. Please attach a summary of current medication and past medical history.
Please complete all fields on this form in BLOCK CAPITALS using BLACK ink and email to the Community Home Oxygen Service. 





Email: wwl-tr.commrespiratory@nhs.net
	Patient Details
	Primary Diagnosis 

	NHS Number
	
	Primary Diagnosis
	

	Title
	
	Last Spirometry
	

	Surname
	
	FEV1
	

	Forename
	
	FVC
	

	DOB
	
	FEV1/FVC
	

	Gender
	Male            Female
	Clinically Stable >6 weeks
	Yes          No

	Permanent Address
	
	Resting Sats on air -1
	
	Date
	

	Postcode
	
	Resting Sats on air -2
	
	Date
	

	Tel No.:
	
	Polycythaemia
	Yes          No

	Mobile No.:
	
	Pulmonary Hypertension
	Yes          No

	Email
	
	Confirmed Cor Pulmonale
	Yes          No


	Carer Details (if applicable)
	Patients Registered GP Information

	Name
	
	GP Name
	

	Relationship
	
	Practice Name
	

	Tel No.:
	
	Practice Code
	

	Mobile No.:
	
	Address
	

	Email
	
	Postcode
	

	Additional contact comments
	
	Tel No.:
	

	
	
	Fax No.:
	


	Referrer Details (if different to GP)
	Lifestyle Information

	Clinician Name
	
	Current Smoker
	Yes          No

	Clinician Title/Role
	
	Other Smoker in the house
	Yes          No

	Organisation
	
	Lives Alone
	Yes          No

	Address
	
	Housebound
	Yes          No

	
	
	Accommodation Type
	

	Post Code
	
	Cognitive Impairment
	Yes          No

	Tel No.:
	
	Under Community Matron
	Yes          No

	Fax No.:
	
	If Yes, please state name
	

	Email
	
	Oxygen currently in situ?
	Yes          No


	Current Condition

	Dyspnoea at rest
	Yes          No
	Date of last Annual Review
	

	Dyspnoea on exertion
	Yes          No
	Patient medically optimised
	Yes          No

	Cough
	Yes          No
	MRC Score
	

	Sputum/Phlegm
	Yes          No
	Home Oxygen Referral Leaflet Issued
	Yes          No

	Wheeze
	Yes          No
	
	

	Chest Pain/Tightness
	Yes          No
	Known Infections
	

	No. Admissions in last 12 months
	
	Medication List Attached
	Yes          No

	Last Admission Date
	
	Medical History Attached
	Yes          No


	Additional Comments

	


