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Ambulatory Pleural Service Referral Form 2025
Patient Name:
Date of birth:
Patient NHS: 
Date of referral : 
Referral from: 	
Name :

Designation:  

Email address:																	
Tel: 									
Indications: Tick as appropriate
Stable patients with:
[bookmark: Check1]|_| Chest X ray s/o Unexplained unilateral effusion 		
[bookmark: Check2]|_| Refilling malignant effusion 
Contraindications for referral -- if any of the below:
[bookmark: Check3]|_| Bilateral effusion
[bookmark: Check4]|_| R>30 / min , BP < 100/60  , HR>90 , Fever
Brief history and imaging : 

Is the patient on anticoagulants/Clopidogrel: 
If YES : Which anticoagulation /antiplatelet and the indication for it:


[bookmark: Check5]Prereferral Blood Tests |_|
Bloods for FBC,U&Es,CRP,LFT , Urine dipstick ,Coagulation screen to be sent prior to referral
Referral: send via ERS
Pleural Clinic Consultants:
Dr Poonam Puthran
Dr Peter Goodrem
Contact Pleural Secretary:  
Email: 		Respiratory.InfectiousDisease@uhcw.nhs.uk
Tel: 		024 7696 6205
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