HOME OXYGEN SERVICE – ASSESSMENT AND REVIEW
COVENTRY ADULT HOS-AR REFERRAL

Tel No. 02476 96 6734 or Ext 26734. 

Email: homeoxygenservice@uhcw.nhs.uk
	Patient Details 

Surname…………………………. NHS No……………………..
First Name………………………...D.O.B……………………….. 

Address……………………………

……………………………………..

……………………………………..
 
	Office Use Only
Received………………..….......

Appt date……………………………..

Rebooked………………………

	Provisional Diagnosis:
Relevant Clinical History:
Current Medication:

	Reason for referral: (tick)
· Patient has clinical signs of hypoxia (e.g. cor pulmonale, polycythaemia, raised JVP, cyanosis SpO2 <92% (treatment optimised)
· Patient has oxygen saturation <92% breathing room air (during period of clinical stability of 5 weeks)
· Patient requires Ambulatory Oxygen Assessment
· Patient already has home oxygen and requires assessment/reassessment

	Referring Clinician
Name:

Designation:

Phone No.:

Email Address:

Address:

Post Code:


	GP Practice Details
Practice Name:

Practice Code:

Registered GP:

Phone No.:

Address:

Post Code



	Pre-Screening Test Requirements:
Spirometry:                          Date:
FEV1
FVC

FEV1/FVC%
Pulse Oximetry:                   Date:
SpO2 on air

	Is the patient clinically stable?:  YES/NO
Signature of referring clinician:
………………………………………………………

	Referral Considerations:

Oxygen therapy is important treatment in patients with severe cardio/respiratory disease who have chronic hypoxia. There is good evidence to support the use of long term oxygen therapy in patients with oxygen saturations of <92% on air.
There is no evidence to support the use of short burst oxygen therapy. However it may be appropriate in some patients requiring palliation of symptoms as part of end of life care. Patients requiring end of life care do not require referral to the HOS-AR team. Please complete a HOOF A for these patients.


