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ADULT COMMUNITY ME/CFS & Long COVID REFERRAL FORM (Primary care use) 
(Patient must be registered with a Coventry or Rugby GP)
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ADULT COMMUNITY ME/CFS & Long COVID REFERRAL FORM  

	Please refer to criteria and complete this referral form fully to enable safe clinical triage

	SURNAME:
	FIRST NAME(S):
	MALE
☐
	FEMALE
☐
	Does not wish to disclose 
☐

	D.O.B:
	
	NHS NUMBER:
	
	ETHNICITY:
	

	CURRENT HOME ADDRESS:

POSTCODE:
MOBILE / TELEPHONE:
IS CURRENT ADDRESS PERMANENT ☐ OR TEMPORARY ☐
	GP NAME:
GP ADDRESS:

POSTCODE:
TELEPHONE:

	REFERRER NAME & DESIGNATION (Print):

	REFERRER ORGANISATION, WARD & ADDRESS: 


	REFERRER CONTACT NUMBER:

REFERRER EMAIL: 

	REFERRAL DATE:


	REASON FOR THIS REFERRAL










	PRIMARY LANGUAGE SPOKEN:

	INTERPRETER REQUIRED? YES ☐ NO ☐

	IS PATIENT HOUSE-BOUND: YES ☐ NO ☐
Refer to housebound definition – see page 2
	COVID STATUS (if known):

	DOES THE PATIENT LIVE ALONE: YES ☐ NO ☐
	HOME ACCESS:
Carer or relative will open door ☐
Key safe (do not list code) ☐

	HAS THIS REFERRAL BEEN DISCUSSED & AGREED WITH PATIENT?
YES ☐ NO ☐
	N.O.K NAME, RELATIONSHIP & CONTACT DETAILS:

	KNOWN ALLERGIES / SENSITIVITIES YES ☐ NO ☐
If yes, please state:
	COGNITIVE IMPAIREMENT:
YES ☐ NO ☐

	PACKAGE OF CARE IN PLACE? YES ☐ NO ☐
PROVIDER:
NUMBER OF CALLS PER DAY:
	HEALTH & SOCIAL RISKS:
Risk to healthcare staff: YES ☐ NO ☐
If yes, please state risk:

	CURRENT MOBILITY & FUNCTIONAL BASELINE:
EQUIPMENT USED:

	Fully mobile: Yes ☐ No ☐
Assistance of 1: Yes ☐ No ☐
	Able to do stairs: Yes ☐ No ☐
Able to get on a couch: Yes ☐ No ☐

	SAFEGUARDING CONCERNS / ALERTS? YES ☐ NO ☐ *PLEASE NOTE or CONTACT US IF YOU PREFER TO DISCUSS



	PATIENT LOCATION AT TIME OF REFERRAL:

	PATIENTS HOME ☐
	CARE HOME ☐
	HOSPITAL ☐
	RELATIVES HOME ☐

	SEE REFERAL CRITERIA: 
CHEST X-RAY IF Hx OF COUGH AND/OR SHORTNESS OF BREATH; TIMESCALE, SINCE ONSET OF SYMPTOMS:
COMPLETE   ☐   NOT APPLICABLE ☐
BLOOD TESTS; TIMESCALE, WITHIN LAST 6 MONTHS; Please comment on any abnormalities that can be explained:
COMPLETE ☐

	RELEVANT MEDICAL HISTORY (Long term conditions, diagnosis, treatment, investigations etc.)



	CURRENT MEDICATION (attach medication list) 





Rejected referrals: 
Once a referral is received it will be triaged by a clinician and allocated to the most appropriate therapy team.  If a referral is rejected, referrers will be informed as soon as possible, by telephone and e-mail, by the triaging clinician, confirming why the referral has been rejected.
 NB: It is the responsibility of the referring clinician to inform the patient if the referral has been rejected.


 Email / E fax FULLY COMPLETED FORM TO:
[bookmark: _Hlk70686974]Cbs.General@uhcw.nhs.uk
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