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PLEASE NOTE INCOMPLETE REFERRAL FORMS WILL BE 

RETURNED TO THE REFERRER

TISSUE VIABILITY SERVICE REFERRAL FORM

Please email using a secure nhs.net email address to lch.tissueviability@nhs.net
Telephone: 0113 8433730
	Patients Name:                                                 
NHS Number: ​​​​​​​​​​​​​​​     
Address:      
                    
Tel No:                                   Date of Birth:      
or if no phone please indicate
	Referrer’s Name:      
Designation:      
Address:      
Tel:
      
Fax:                                   Mobile:      
Date of Referral:                 Urgency: Urgent  FORMCHECKBOX 

                                                                Routine  FORMCHECKBOX 

                                                               


	Ethnicity:

     

	Communication requirements:

(e.g.: Interpreter, etc)

     
	Next of Kin:      
Address:      
Tel No:      

	Please indicate in the tick box whether Next of Kin has Power of Attorney, otherwise we will be unable to disclose any information pertaining to this patient 
	Yes
No


	GP Name:      
Address:      
                    
Tel No:      
	Allergies/Hypersensitivities:

     



	Reason for referral (please place a cross in all boxes that apply)         

Pressure Ulcer
 FORMCHECKBOX 

Infected Wound
 FORMCHECKBOX 

Traumatic Wound
 FORMCHECKBOX 

Other: Please state
     
Equipment Advice
 FORMCHECKBOX 

Non Healing Surgical Wound
 FORMCHECKBOX 

Leg Ulcer 
 FORMCHECKBOX 

If the patient is mobile can they attend a community specialist leg ulcer or wound assessment clinic
Yes  FORMCHECKBOX 
                             No  FORMCHECKBOX 

Antimicrobial Advice
 FORMCHECKBOX 

Health Promotion /Prevention
 FORMCHECKBOX 

Foot Ulcer+
 FORMCHECKBOX 

+ Refer to At Risk Foot Clinics via Stockdale House

0113 843 4158
Refer to Diabetic Foot Pathway if Diabetic




	Past Medical History:

     

	ALL the information in this box MUST BE COMPLETED for Topical Negative Pressure Referrals – failure to complete this box will result in return of the referral form:

Date of Discharge      
Date of First Dressing Change       
Have the District Nurses been informed Y/N      
Have you included the Care Plan Y/N      
Pump Number      

	Medication:

     

	




Patients Name:      






 
	Relevant information 
Leg Ulcers   ABPI Date completed                    LT  =                                                      RT =                    
(if not done within the last 3 months please complete prior to referral unless unable to perform/or contra-indicated)
Pressure ulcers                                                                              
Type of mattress in use (please name)                                                                     

Type of cushion in use (please name)                                                                     

Other equipment in use (please state)                                                                     


	Current Treatment and frequency of dressing change:

     



	
	
	
	RISK FACTORS 

(please tick any relevant boxes as appropriate) 

	
	Yes
	No
	Comment

	Nutritional Intake
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Fluid Intake
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Skin Moisture
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Sensory Impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Mobility
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Weight Loss/Gain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Recent Infection/ or Acute Illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Guidance for Referrals to Wound Prevention and Management Service:
•Who: patients at risk of tissue breakdown, patients with recurrent wounds, patients with complex wounds, patients with delayed healing

•Where: patients’ homes, nursing homes, mental health and learning disability care settings, GP practices, health centres and clinics

•Why:  expert advise, dressing choice, take part in research, comprehensive assessment, to aid concordance between practitioners and patients or other professionals

Any other relevant information:

     
NHS 

















Essential: Please attach a clear recent image of the wound, or provide the date the images have been uploaded to SysmOne and we will advise if we require more up to date photographs.





Site of wound: 
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