Coventry and Rugby CCG	Version 4.0	New LLP Process

	Patient Consent Given*:
	[bookmark: Consent]YESYES



	Patient Details
	Referrer Details

	Surname:
	
	Referring GP:
	

	Forename:
	
	Usual GP:
	 

	Address:
	
	Address:
	

	Home tel:
	
	Tel:
	

	Mobile tel:
	 
	Email:
	

	Date of Birth:
	
	Referral Date:
	

	NHS Number:
	
	Interpreter Required:
	Yes[image: ]
	No [image: ]

	
	
	Preferred Language*:
	[bookmark: Language]English



	Speciality*:
	ENT
	Clinic*:
	Nose

	Referral Status*:
	Routine[image: ]
	Urgent [image: ]
	Intended Place of Referral*:
	[bookmark: Intended]ACUTEACUTE



	RHINOPLASTY/SEPTORHINOPLASTY/SEPTOPLASTY


	Eligibility Criteria

These procedures should not be carried out and will not be funded for cosmetic reasons.

If the patient has had previous nasal surgery, revision will only be undertaken for functional reasons and not to improve appearance.


	Referral Criteria (Please select):

	
1. Please confirm that your patient meets the criteria for ONE of the following sections:

Section a
☐ The patient has a nasal deformity causing significant nasal blockage/obstruction

Section b
☐ The patient has a nasal deformity associated with specific recognised facial congenital disorders

Section c
☐ The patient does not complain of nasal obstruction but there is significant nasal deformity and there is a history of documented recent trauma (ie within 6 months of referral)

Section d
☐  The patient has a history of trauma causing nasal deformity in childhood

Section e
☐  The patient has a presentation of nasal septum perforation and has a workup to ascertain aetiology including history and examination with further investigations as necessary
AND
The patient has a nasal septum perforation where the defects are any ONE of the following (please select):
☐  Symptomatic (whistling, blowing, crusting, bleeding, pain, excessive rhinorrhoea, snoring) regardless of size
☐  Latrogenic in causation (endoscopy, medication induced) regardless of size
☐  Neoplastic, regardless of size
☐  Where the causation is found to be medical in nature, regardless of size
☐  Defect larger than 1cm AND the patient is symptomatic AND surgical treatment is recommended by a specialist in ENT surgery AND conservative treatments have failed to control the symptoms.
Please attach any relevant tests, investigations or clinic letters.

	2. CONSENT FOR REFERRAL
☐  Please confirm that the patient (or responsible carer) consented to specialist referral


	3. CLINICIAN DECLARATION 
☐ I personally confirm that the above information is complete and accurately describes the patient's condition
Note: treatment should only be undertaken in secondary care if this form is approved.

	Allergies:

	

	Consultation Information:

	

	Active Problem Information:

	

	Current Medication:

	



	Relevant Information 

	Alcohol:
	BMI:

	
	

	BP:
	Smoking Status:

	
	

	Patient Sex:
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