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SERVICE: Heart Failure Nurse Specialist  

	

Complete as appropriate then fax to: 03003650400 or e-mail to: bks-tr.hub@nhs.net

	PATIENT DETAILS:

	Family Name:  

	First Name: 


	Title:
	Sex:
	NHS No: 


	Address:, 

	DoB:  

	
	Ethnic Group: 

	Postcode: 
	Person informed & consent to referral: Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 


	Patient’s preferred Daytime Contact Number: 

	Interpreter required:      Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 

If Yes, Language Spoken: 

	Any access problems: 


	

	HOSPITAL NUMBER:  

	NEXT OF KIN/EMERGENCY CONTACT:
	GP DETAILS

	Name & Address: 
Postcode: 

Relationship to Patient: 

Telephone Number: 
	Name GP
Practice Telephone Number:  
Practice Fax Number: 

	
	Other professionals involved & contact details:


	PLEASE NOTE PATIENT MUST HAVE HAD AN ECHOCARDIOGRAM BEFORE REFERRAL IS ACCEPTED (Please attach Medical Summary  FORMCHECKBOX 
, History  FORMCHECKBOX 
 Medication  FORMCHECKBOX 
, Echo Result  FORMCHECKBOX 
 to referral, please tick box if Yes)

	Date HF Confirmed:   _ _ / _ _ / _ _ _ _
BNP  - - / - - / - - - -

Date of last Echo (please attach report):  
Result of Echo:
	Allergies:     Not asked  FORMCHECKBOX 
     None known   FORMCHECKBOX 
     Yes  FORMCHECKBOX 

Known allergies & any reaction:


	Symptoms:
* Mandatory fields
If not completed, referral will be rejected.
	Reason for Referral (minimum one):  
If not completed, referral will be rejected.
	PRIORITY

	*Breathlessness                                                  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     

*Ankle Swelling                                                   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                            

*Chest Pain                                                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
          

*Palpitations                                                        Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
          

*Fatigue                                                               Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
          

˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜˜
*Is patient housebound?                                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  
*Is patient able to attend clinic?                           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  
Advanced Directive:                                           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
DNACPR:                                                           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     
Telehealth                                                          Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 

Infection Control Issues:                                    Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 
  
	
	Newly diagnosed HF 
Hospital avoidance              

Facilitate Early Discharge    

Exacerbation HF                  
Titration of medication          
Patient Education                 
Symptom Management        

Palliative Care

Advice needed, call GP back.

    Other:
	Urgent – within 24hrs. Telephone 0118 4672891
Leave contact details, nurse will call back.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	Soon – 2-3 days

	
	
	
	

	
	
	
	

	
	
	
	Routine - > 3 days

	
	
	
	

	
	
	
	

	Name of Referrer:
	FOR HOSPITAL DISCHARGES/TRANSFERS ONLY:

	Please print name: 
Telephone number:  
Source of referral: 
	Fit for transfer/discharge – Authorising Doctor:
Transfer/Discharge Summary attached, to include any follow up appointment date/s: Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 

Discharge Date: 


