	                                         TISSUE VIABILITY SERVICE

                                  Referral Form
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Please write CLEARLY in BLOCK LETTERS and cross any appropriate box
                                                                  when completing this form.

	PATIENT’S DETAILS

Title:  Dr  FORMCHECKBOX 
  Mr  FORMCHECKBOX 
  Mrs  FORMCHECKBOX 
  Ms  FORMCHECKBOX 
  Miss  FORMCHECKBOX 
  Other:      
Name:      
DOB:                  

NHS No: 
Ethnicity:      

	REFERRER’S DETAILS

Name:      
Job Title:      
Address: 


	Address:      

	Postcode:      
Phone:         
Fax:                 

	Postcode:      
Phone:                      
Mobile:         
Patient’s Borough: Camden   FORMCHECKBOX 
   Islington    FORMCHECKBOX 
     Other      
	GP’s Name: 
Surgery Name:      
GP’s Borough: Camden   FORMCHECKBOX 
          Islington   FORMCHECKBOX 
        Other:      

	WOUND INFORMATION

Wound type:  

Leg ulcer   FORMCHECKBOX 
            Pressure ulcer   FORMCHECKBOX 
     Stage:                                                      

	Pressure relieving equipment in use:            



	Non-healing surgical wound   FORMCHECKBOX 
     

Fungating wound   FORMCHECKBOX 
    Burn   FORMCHECKBOX 
        Diabetic foot  wound   FORMCHECKBOX 
       

	Wound location:                                                                    



	Other      
 
	How many weeks since wound first appeared? 

                                               

	Reason for referral:

     


	Past medical history (as much detail as possible): 

     


	Past nursing history (include details of past episodes of ulceration, ABPI etc.):

     


	Current treatment for this wound including dressings and bandages:

     

	Past treatment for this wound including dressings and bandages:

     


	Current medications and dosage:

     


	PATIENT MOBILITY

The patient: Is fully mobile   FORMCHECKBOX 
                       has reduced mobility   FORMCHECKBOX 
                       is mobile with aids   FORMCHECKBOX 
   

requires a wheelchair but can stand & transfer   FORMCHECKBOX 
   is chair bound and requires hoist to transfer   FORMCHECKBOX 
   is housebound and requires home visit    FORMCHECKBOX 

Can the patient attend the clinic? Yes FORMCHECKBOX 
  No FORMCHECKBOX 
   If YES, please complete the following:

PATIENT TRANSPORT 

Is transport required?  Yes FORMCHECKBOX 
  No FORMCHECKBOX 
        If yes: one or two man ambulance? One FORMCHECKBOX 
    Two FORMCHECKBOX 
        is carer to accompany patient? Yes FORMCHECKBOX 
   No FORMCHECKBOX 


	SIGNATURE OF REFERRER:

     
	DATE:

     

	Please, email this completed form to Administrative Referral Team – Islington (ARTI):  
arti.centralbooking@nhs.net
Tel:  020 3316 1111   

	OFFICE USE ONLY

Date Referral Received:                                      Does the information provided satisfy referral criteria: Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 

First Appointment Details:       
RiO Patient Number:      







Form: Jan 2010

