


	Primary Hip and Knee Replacement Surgery (with or without Patella Replacement or Resurfacing)


	Clinician Making Request:
	Proposed provider:


	Patient NHS No:


	Patient's Initials:

	Patient's DOB:

	GP Practice Name:

	GP Postcode:

	Eligibility Criteria
The ICB’s Policy for Primary Hip and Knee Replacement Surgery (with or without Patella Replacement or Resurfacing) must be considered prior to completion of this form.
Referral for specialist assessment can be considered for patients who meet all of the criteria in Section 1

	The Commissioner will agree to fund this intervention where the patient meets the criteria outlined in section 1 below.
	Please tick

	1. Please confirm if the patient meets ALL of the criteria below:

☐ The patient experiences joint symptoms (pain, stiffness and reduced function) that have a   substantial impact on their quality of life defined as interfering with their activities of daily living or their ability to sleep.
AND

☐ The patient has been offered at least the core (non-surgical) treatment options recommended by NICE NG226
AND

☐ Joint symptoms are refractory to non-surgical treatments listed below including where appropriate; analgesia, steroid injections, local heat and cold therapy.
AND

☐ Please confirm that the patient has been fully informed about this procedure. 
AND

☐  Please confirm that the patient has confirmed they wish to have surgery.
AND

☐  Please confirm that any underlying medical conditions have been investigated and the patient’s condition has been optimised.

	☐Yes ☐No

	2. CLINICIAN DECLARATION
I confirm that the above information is complete and accurately describes the patient's condition. 
Clinician GMC No.: Click here to enter text.* Required

Note: treatment should only be undertaken in secondary care if this form is approved.
	☐Yes ☐No






