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	Post COVID 19 Syndrome Referral
Please refer via ERS

	 Criteria: Patients referred must have had a positive COVID swab/antibodies or strong clinical evidence of COVID presentation.  A CXR after COVID diagnosis (>6 weeks) and blood tests (FBC,U&E,LFT,CRP)  are also required. 

	

	

	Date of Birth* (DD/MM/YY)
	Click here to enter a date.	NHS Number*
	

	Title
	Choose an item.	Gender*
	Choose an item.
	Surname*
	
	First Name*
	

	Ethnicity*
	Choose an item.	House No. or Name*
	

	1st Line*  
	
	Town*
	

	2nd Line
	
	Postcode*
	

	Email Address*
	

	Preferred Phone Number*
	
	Alternative Phone Number
	

	Can we leave a message? *
	Choose an item.
	Has the patient been referred to the HOPE Programme?
	Choose an item.
	Is the patient able to participate in a virtual consultation? *  If no, please state why in adjacent box
	Choose an item.	

	Registered GP Practice*
	
	GP Name
	

	Is an interpreter required?*
	Choose an item.	If yes, what language
	

	Reason for Referral* Tick all applicable boxes
	DBP[footnoteRef:1]/Ongoing breathlessness     ☐ [1:   Dysfunctional Breathing Pattern] 


	Fatigue Management        ☐
	Reduced Ex[footnoteRef:2] Tolerance    ☐ [2:  Exercise] 

	Anxiety/Stress/Depression  ☐

	Airway Clearance    ☐
	Nutritional concerns   ☐

	Weight Loss   ☐
	Weight Gain   ☐

	Diagnosis*
	Choose an item.	Is the condition worsening? *
	Choose an item.
	Date of onset*
	Click here to enter a date.
	Please state below specific details regarding the diagnosis* e.g. initial symptoms, remitting symptoms, ongoing symptoms

	

	Hospital Admission*
	Choose an item.
	Date of Admission (if applicable)
	Click here to enter a date.	Date of Discharge 
	Click here to enter a date.
	Treatment required*
	Choose an item.
	Is the patient under a consultant for this condition? *  If yes, please provide their name, speciality & NHS Trust below
	Choose an item.
	

	Medical History* please include any relevant medical and social history below, including co-morbidities e.g. Diabetes, hypertension, heart disease, pressure ulcers etc. Ensure you document up to date chest x-rays, CT results and resting Sats. Additional relevant information should be attached to the bottom of this form.

	

	Date of Chest X-Ray* (6 weeks and onwards from diagnosis)
	Click here to enter a date.	X-Ray Result
	

	Bloods* (FBC, U&E, LFT and CRP)
	Click here to enter a date.	Results
	

	Borg Score* (see below values)
	
	Mobility Status*
	Choose an item.
	Ongoing 02 requirements?* 
	Choose an item.	BMI*
	

	Current medication* Include any nutritional supplements and vitamins; allergies, any inhaled or nebulised treatments and rescue pack information. 

	

	Please ensure the form is fully complete before submitting.  Incomplete referrals maybe rejected.

	Contact Details

	Name*
	

	Email Address*
	

	Telephone Number*
	

	Please note the patient will be contacted by a member of the team to arrange their initial appointment. *  Required



BORG Breathlessness Score: 
Please rate the patient’s breathing rate after activity using the scale below e.g. after walking, housework etc.
	0
	Nothing at all

	0.5
	Very, very slight (Just noticeable)

	1
	Very slight

	2
	Slight (light)

	3
	Moderate

	4
	Somewhat severe

	5
	Severe (heavy)

	6
	

	7
	Very severe

	8
	

	9
	Very, very severe (almost maximal)

	10
	Maximal
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