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	Surname:
	Title:
	Sex:
	Lives alone: Y/N

	First name:
	DOB / age:                                                     
	Ethnicity:

	Prefers to be called:
	Interpreter required?

	Language:

	Address:
Post Code:
	NHS no:
	Hospital no:

	
	Telephone:

	Current location of patient:


	

	Next of kin / main care-giver details

	Name:

	Contact details: 

	Relationship: 

	

	Patient agrees to named person being contacted?
Yes / No
	Named person:
Relationship:


	Contact details:

	We request that the patient and the GP are aware of and agree to the referral

	Patient aware of referral?   
Yes / No
	GP aware of referral?    
Yes / No
	Already known to Lymphoedema?  Yes / No

	GP:
	Consultants:
District Nurse:
Tissue Viability Nurse:

Vascular Nurse:

	Address: 

	

	
	

	
	

	Telephone:
	

	

	Reason for referral:  (Please include information such as site of swelling, how long if known etc.)Insufficient information may result in a delayed response while further detail is sought 


	Please √  box  if you are including any attached documents   (


	

	Other significant conditions:


	Referred by

	Name: 

	Contact details: 

	Signature:
	Date:

	Time:


Churchill Hospital


Headington


Oxford, OX3 7LE


		Tel:  01865 225864


Email:  oxford.lymphoedemaclinic@nhs.net
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