NHS!
North Yorkshire and York

Commurit i bAental Mealth Services

W ar

REFERRAL FORM FOR COMMUNITY RESPIRATORY NURSIé.

Patient Details: (Affix Patient Label)
Name:
NHS/Hospital No:
Date of Birth:
Address:

Name of Referring Practitioner:

Telephone No:

Key worker:

Telephone No:

Date of referral:

Telephone No: Is the referral urgent  Yes[] Noll
Respiratory Diagnosis:
COPD [l (Mild [0  Moderate [] Severe [1)
Pulmonary Fibrosis [] Other:

Respiratory Medication:

Inhalers:

Nebulisers:

Other:

Oxygen: LTOT [ Short Burst [] Ambulatory[]

Please provide following information:

Attended pulmonary rehabilitation Yes[L] No[l

Spirometry: Date:

FEV, L (__ % Predicted)
FVC, L (__ % Predicted)
FEV,/FVC %
Oxygen Saturations:

ABG (if available):

%

PO, PCO, PH

Reason for referral:
[J  Symptom Management:
] Medication Review/Oxygen Requirements:
] Supportive and Palliative Care:
[l Educational Needs:
[1  Other:
Does the patient require a Home Visit? CIYES CINO
Could the patient attend a clinic appointment? CIYES CINO
Request for a joint visit with the Key worker LIYES LINO

Tel Fax email

Caroline Fletcher (CHARD) 01423 552324
Judith Norell (Y&S) 01904 724537
Joy Parrington (H&R)

01

01609 751169 01

01423 544134 caroline.fletcher@nyypct.nhs.uk

904 642071 judith.norell@nyypct.nhs.uk
609 751264 joy.parrington@nyypct.nhs.uk

For audit: Level of intervention required: 12 3 4

Date Received:

Date of visit:




