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TISSUE VIABILITY DEPARTMENT REFERRAL
	REFERRER’S DETAILS (PLEASE PRINT) LCHS Quadrant (Circle one only)    SW.    NW.    NE.    SE.



	Name:


	Designation:



	Base:


	Contact Number:



	PATIENT DETAILS

	Name:


	DOB:


	NHS Number:



	Address:

                                            Postcode:

	Telephone:


	GP/Surgery:


	PRESSURE ULCER (please tick)     
	
	

	EPUAP Score:
	
	Waterlow Score:
	
	No. Of Hours in Bed:
	

	Site of ulcer:

	Pressure relieving equipment and bed used:
 



	Can the patient change position?  Yes/ No
      Independently Yes/No

	LEG ULCER (Please tick)
	
	

	A copy of the leg ulcer assessment form which has been completed within the last 4 weeks must be sent with this referral.

	GENERAL WOUND (please tick)
	
	

	Location/Type: 

Referral MUST include a copy of wound assessment form.

	CLINICAL INFORMATION
Medical History:
Medication:
Nutrition:


	Date Measured :                        Weight:                          Height:                              BMI:  

	BLOOD RESULTS (within last 7 days of referral)

	DATE TAKEN
	FBC
	U + E
	CRP
	HBA1C
	ALBUMIN
	OTHER

	
	
	
	
	
	
	

	MAIN AIM OF REFERRAL

	


 Signature ………………………………………………………….Date …………………………….

Please fax your referral to 01529 220411. The Tissue Viability Department do not run an emergency service. Receipt of referral will be acknowledged within 7 working days.  You will be contacted by the Clinical Nurse Specialist – Tissue Viability at the earliest opportunity to discuss this referral.






Putting you first is at the heart of everything we do 


 Chairman: Dr Don White



 Chief Executive: Ellen Smith


