[image: image1.jpg]NHS

Wrightington,
Wigan and Leigh

NHS Foundation Trust




Long Term Conditions Suite

Boston House

Wigan Health Centre

Frog Lane

Wigan

WN6 7LB
TEL:01942 482230  
E-MAIL: wwl-tr.commrespiratory@nhs.net
wwl-tr.commrespiratoryphysio@nhs.net





	Name

Address

Post Code

Tel No.

DOB

NHS NO:
Does the patient live alone? 


Yes/No


	NOK Name

Relationship

Tel No.

	
	Informed Consent Given

	
	GP                                           stamp if preferred
Address

Tel No.

Fax No.

	
	

	
	


	Respiratory Diagnosis*                                        *For patients with a diagnosis of COPD please attach spirometry
Does the patient have home oxygen? 
Yes/No        If ‘yes’ date commenced

Current Medication: (attach list if required)



	Past Medical History

	Desired Outcome of Referral

	Is there any information about the person, relatives or home environment that staff should be made aware of to ensure their safety?



	Additional Information:




Referred by:____________________________________
Date:______________________
Designation:____________________________________
Contact Tel No:______________ 
Ref Received: __/__/__


Registered (





Referral to Community Respiratory Service





Exclusion criteria:


Chest pain, worsening heart failure or CCF


Unstable angina and/or acute ECG changes     


Confused or agitated patients		


Acute exacerbation of COPD (please refer to Acute COPD Unit, RAEI)                            Any deviation from above please telephone to discuss








Please indicate which service you wish to access:


Respiratory Nursing 				


Pulmonary Rehabilitation	  		     


Occupational Therapy Services (COPD)*			


*via nursing service where unable to refer directly	








