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                       SPECIALIST WOUND CARE TEAM
             Referral Form
         Please write CLEARLY in BLOCK LETTERS when completing this form.
	PATIENT’S DETAILS (Please place NHS sticker or complete)
Title: (please circle)   Dr       Mr       Mrs       Ms      Miss    Other____________
Name:_________________________________________________________

DOB:_________________     Age: _____________________
MRN: __________________NHS No:________________________________

Ethnicity:  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________  Communication Requirements: (e.g. interpreter or BSL required; sensory or physical impairment) ______________________
Address:___________________________________________________________________________________________________________________________________________________________________________________ Postcode:_______________________ Phone:________________________
Mobile: _____________________________________________________
	REFERRER’S DETAILS

Name:  ___________________________________________
Job Title:_________________________________________
Ward:_________________________ ACHT locality: ______
Or other:_________________________________________
Direct Line:   ______________________________________
Ext: __________________Bleep / Pager:   ______________
Mobile: __________________________________________
Speciality :________________________________________
Consultant: _______________________________________
GP’s Name & Surgery:______________________________
Fax & Telephone No: _______________________________

	WOUND INFORMATION
Wound Type: (please tick)    Leg Ulcer  (  If known: Venous (  Arterial  (  Mixed Aetiology  (  ABPI ____________________
Pressure Ulcer  (    Non healing surgical wound  (     Diabetic Foot  (    Fungating Lesion (     Other (…………………
If pressure ulcer(s): Category (ies): ______ Type of pressure relieving equipment in use ______________________________
Please complete for all wounds:

Pain at dressing change only (    Before  (  During  (  After  (  At rest  (  At night  (
Length/Size and Depth of Wound (cm):  ______________________________________________________________________   
Wound location: _____________________________________   How many weeks since wound? ___________________ _______


	Reason for referral: Please attach copy of Wound Assessment Chart & Wound Care Plan
EXAMPLE: 

Non-healing wound (failure to make expected progress) OR Exudate uncontrolled OR (Review of Negative Pressure Wound Therapy)


	Past medical history including allergies, details of past episodes of wounds/ulceration, ABPI, etc (as detailed as possible):


	Current treatment for this wound (including dressings, bandages, nutritional input, antibiotic therapy):



	Current medications (DISCUSS WITH PHARMACIST)


	PATIENT MOBILITY

The patient: (please tick all appropriate boxes)    Is fully mobile (    Has reduced mobility  (    Is mobile with aids  (   

Requires a wheelchair but can stand & transfer  ( Is chair bound & requires hoist to transfer ( 
Is house bound & requires home visit  (
If patient can attend a Clinic, please complete:

PATIENT TRANSPORT 

Is transport required?  Yes  (  No  (    One or two man ambulance?  One  (  Two  (    Carer to accompany patient?  Yes  (  No  (

	HOME VISIT – if required please identify any risks/hazards:
Access:                                                                                                                              Parking:       

Pets/Other people:                                                                                                           Smoky environment:

	SIGNATURE OF REFERRER: 

	DATE:


PLEASE FAX FORM to: 01753 892606
OFFICE USE ONLY:
	Date referral received: ______/______/20____   Does the information provided satisfy referral criteria?  Yes  (  No  (
If no, please specify why & return form to sender: ________________________________________________________

First appointment details:  _________________ am/pm    Mon/ Tues/ Wed/ Thurs/ Fri   ______/______/20______
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