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TISSUE VIABILITY REFERRAL FORM


Date of Referral……………………………	Date Patient Seen…………………………………...

PLEASE COMPLETE EACH SECTION BELOW 
	Patient’s Details
	Referral Source

	Name:   
	Referrer’s Name:   

	NHS No:
	Job Title:

	DOB:   
	Location:

	Address:
	

	
	

	Phone:
	Phone No:

	GP Name:
	Fax No.:

	G.P Address:
	Consultant:

	
	

	G.P. Tel:
	

	Past Medical History:

	



Reason for referral i.e. non healing wound, deterioration .......................................................................................................................................................

...................................................................................................................................................................
Location of wound:        Size:         	Duration of wound:                                            


Type of wound:           			Grade:	                                            



i.e. Pressure/Leg ulcer                                                         Pressure Ulcer
other                                                                                                only

	Wound colour
	Pink
	
	Red
	
	Yellow
	
	Black
	

	Exudate
	None
	
	Low
	
	Moderate
	
	High
	

	Surrounding Skin
	Intact
	
	Erythema
	
	Dry
	
	Hard/Swollen
	



Factors affecting healing: …………………………………………………………………….........................................................
...................................................................................................................................................................
	Current Treatment & Dressing



	Waterlow/Walsall Score:………..
Equipment………………………… i.e. mattress/cushion:
	Type of Compression in use………………………….
………………………………

	Current Medication


	Ankle Brachial Pressure Index Result:
Right…………….
Left………………

Date taken:
	Past Medical History



Additional Information 
………………………………………………………………………………………………………………………………......................
..................................................................................................................................................................................................

Please send the completed form to the CLCH Single Point of Access via electronic referral on SystmOne. 

[bookmark: _GoBack]If the patient does not consent to sharing their clinical records, you will need to send the referral to the CLCH SPA by Email cbo@nhs.net or E-fax 0300 008 3251. To contact the CLCH SPA by telephone call  0208 102 5520.
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