[image: ]Respiratory Breathlessness Referral 
Warwickshire North Community Diagnostic Centre
For any enquiries please phone 02476865128- Physiological sciences department
Email: respiratory.physiologists@geh.nhs.uk

	NHS number:
	Name:

	DOB:
	Address:


ALL  NEEDS TO SELF POPULATE


	Sex:        Male ☐	Female ☐
	

	Smoking History: 
Current smoker ☐  Ex smoker ☐  Never ☐ 
Pack years:………….
Patient mobility: 
Mobile unaided☐ walking aids☐Wheelchair☐
	

	Patients will be seen in a multi-disciplinary clinic combining a clinical and diagnostic one-stop approach. By completing the patient referral both referrer and patient agree to appropriate diagnostics being undertaken, and further referral to other available services where clinically indicated.  
Priority: Urgent ☐ Routine ☐ Monitoring ☐ Infection risk if yes, please state:

	Clinical History:











Occupational exposure: 


Provisional respiratory diagnosis if suspected: 
Asthma ☐
COPD     ☐
Bronchiectasis  ☐
Interstitial lung disease  ☐
	Indication for referral:
Main presenting complaint is chronic breathlessness persisting for more than 4 weeks where diagnosis remains uncertain, or specialist opinion required. 
· Unexplained breathlessness
· Unexplained Cough associated with breathlessness 
· Disproportionate Breathlessness 
· Suspected lung disease 
· Abnormal CXR (Not suspicious for cancer, TB or   current respiratory infection)
· Where heart failure is suspected BNP must be performed prior to referral
Following investigations must be performed prior to referral in order to prevent delay and referral being returned:
· Chest x-ray within 12/52- referral will be rejected without a recent chest x-ray request in place 
· ECG 
· Spirometry (where available)
· Bloods: 
· FBC, LFT, U+E, BNP  

	For diagnostic purposes such as bronchodilator response studies or bronchial challenge testing; I DO prescribe the administration of Salbutamol 400mcg MDI as part of on going diagnostic investigations.   
Prescriber:……………………………………………… Registration:……………………….
Sign:……………………………………………….. Date …………………Official use:  Date Referral Received:……………………………   Appointment Date:………………………………..
Investigation to be arranged:


Referring Clinician if different from prescriber: 
Name: 
Address:

Phone number:
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