HEART FAILURE NURSE SPECIALIST REFERRAL FORM

SERVICE ELIGIBILITY CRITERIA

· Have a confirmed diagnosis of Left Ventricular Systolic Function

· Acute admissions for heart failure requiring follow up and support

· Be symptomatic requiring drug titration or review

· Require education and support

· Be registered with a GP within Doncaster PCT
PATIENT NAME……………………………… 

DOB………………………………….

ADDRESS…………………………………….      

MALE  /  FEMALE * 

…………………………………………………    

NHS NO …………………………….

POSTCODE ………………………………….   

UNIT NO ………….………………..

TELEPHONE NO ……………………………                 WARD ………………………………

GP ……………………………………… 
CONSULTANT………………………………………

ECHO PERFORMED:   YES/ NO *   
If not, why……………………………………………

Left Ventricular Systolic Function (LVSD)    MILD /  MODERATE  /  SEVERE * 

(as demonstrated on echo report)

PAST/PRESENT MEDICAL HISTORY


MEDICATION

Please tick:






Please tick:
· Hypertension





( ACE inhibitor

· Previous myocardial Infarction


( Beta blocker

· Coronary Artery Bypass Graft


( Diuretic

· Atrial Flutter/ Fibrillation



( ARB





· Angina





( Spironolactone




· Diabetes





( Digoxin

· Previous Cardiac Arrest

· Heart Valve Disease

· Other:

	REASON FOR REFERRAL

· Hospital discharge

· New diagnosis of heart failure

· Drug advice/titration

· Psychological

· Education

· Palliative 


PLEASE PROVIDE PATIENT WITH

· BHF Heart failure booklet


	IS PATIENT AWARE OF REFERRAL YES/ NO

Referred by:

Title

Contact number


PLEASE FAX THIS FORM AS SOON AS POSSIBLE TO THE HEART FAILURE NURSE SPECIALIST OFFICE ON 01302 379546    (TELEPHONE NUMBER 01302 533597)
