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Leg Ulcer Clinic Referral Community Services Division
                                              Please complete the referral form and email to:

North and Rugby:  LegUlcer.NorthTeam@swft.nhs.uk   South: CommunityLUC.South@swft.nhs

Please complete form in FULL.  Once received an appointment will be arranged at the appropriate clinic.  Incomplete forms will be returned.
	Patient Name:
	Date of referral:

	NHS No:
	Referrers Name (PRINT):

	D O B:
	Referrers contact details:


	Title:  Mr  /  Mrs  /  Miss  /  Ms  /  Dr
	




	Address:


Postcode:

	Brief Medical and wound history:



	
	*Current dressing(s)type/size/amount including bandage system


	EMAIL address – 


Please confirm patient consents to email correspondence -    Y/ N 

	

	Contact Number:                                  
	

	GP:
	

	
	

	GP Address:


GP Phone Number:

	

	*Date of onset of Ulcer:
	Perpetrating factors:


	Reduced Mobility       Y/N   
Is the patient a wheelchair user  Y/N       

	Cause:


	Dementia  Y/N
	Are there any moving and handling issues  Y/N
Please indicate:  

	Is this a suitable environment to complete an initial assessment?
Y/N
	Have risk assessments been completed?  Y/N  If yes, please expand:


	Is the patient able to weight bear?
Y/N

	Previous ABPI/TBPI (State date and time)



	History of anaemia Y/N
	This is an outpatient appointment. How would the patient transfer on to a couch?   

	Recent Blood test results:



	Sleep pattern/chair or bed?
	Current medication:



	Current state of wound
	Nutritional factors:
	Waterlow risk:







	
	Smoking? Y/N
	

	
	Diabetes? Y/N

Referral made to podiatrist? Y/N
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