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Referral Form


Telephone: 	01743 261515
Severnhospice.referrals@nhs.net
Bicton Heath, Shrewsbury, SY3 8HS	Please attach any recent clinic letters and RCR(2) if available/appropriate
PATIENT DETAILS

Name: __________________________________________________		Date of Birth: _________________________

NHS Number: ____________________________________________		SATH Number: ________________________

Address:	______________________________________________________________________________________________

__________________________________________________		Post Code: __________________________________

Home Phone Number: ________________________________	Mobile: _____________________________________

Marital Status: __________________________	Ethnicity: __________________________	English Speaker? Yes / No

Hospital Surgical Consultant: _______________________________	Hospital Oncologist: ___________________________

GP Name: _______________________________________	GP Surgery: _________________________________________


LYMPHOEDEMA HISTORY

Area of Swelling: __________________________________	Duration: ___________________________________________

Cellulitis: Yes / No	History: _________________________________________________________________________

Lymphorrhoea: Yes / No		Ulcers: Yes / No

Doppler Readings: Left___________ Right: _________ Date: ________________ Unsuccessful Due to Lymphoedema: ⃝

CANCER HISTORY	Yes / No

Diagnosis: _____________________________________________	Active Disease: ________________________________

Metastases: Yes / No   If yes, site: ___________________________________________________________________________

Surgery: ________________________________________________________________	Date: __________________________

Chemotherapy: __________________________________________________________  Date: __________________________

Radiotherapy:   __________________________________________________________  Date: __________________________


RELEVANT MEDICAL HISTORY

Cardiac Problems	: Yes / No		Obesity: Yes / No		Diabetes: Yes / No  If yes, type____________________

Vascular Disease: Yes / No			Other: ____________________________________________________________
Is the patient DNAR:   Yes / No
Is the patient aware of this referral?  Yes / No	Is the referral:  Routine / Urgent

Referrer: _________________________	    Signature: _____________________      Designation: ____________________

Location: _________________________	Contact Number: _________________	Date: _________________________
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