UHCW Trust NHS Sleep Clinic Referral Data Sheet
Consultant: Dr Asad Ali
Please note: YOU MUST SEND BOTH A REFERRAL LETTER AND ATTACH A DATA SHEET
· Patients with suspected insomnia will.be accepted on a case by case basis.
· Patients with suspected neuro-muscular conditions should be referred via the agreed pathway to the Neurology/ Neuro-rehabilitation service, as appropriate.
	Patient Name
	

	Address
	

	Date of birth
	

	NHS number
	


Provisional Diagnosis (tick box)
1. Sleep disordered Breathing* see below for Fast Track referral
Obstructive Sleep Apnoea / Hypopnoea Syndrome 						    
All patients should be given advice on lifestyle measures (weight loss advice, sleep hygiene etc) and made aware of DVLA guidance on driving when tired.
Please note presenting symptoms (tick if present)
Snoring											    
Witnessed Apnoeas			 					   		    
Daytime Somnolence (Epworth Somonlence Score ESS above 11) 				     
The following information is useful but not essential when screening the referral:
	BMI
	

	Collar / neck size
	

	Epworth Score
	

	TSH
	

	STOPBANG Score
	Three or more yes = high score

	S noring
	Snore loudly(louder than talking or loud enough to be heard through closed doors)?

	T ired
	Feel tired fatigued or sleepy during daytime?

	O bserved
	Observed stopping breathing during sleep?

	P ressure
	High blood pressure?

	B MI
	BMI more than 35?

	A ge
	Over 50?

	N eck 
	Circumference more than 40cm / 15 ¾ inches

	G ender
	Male

	Score
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Significant Co-Morbid Conditions (please give details in referral letter) eg Diabetes mellitus, cardiac & respiratory conditions								    
*Fast Track Referral for Occupational Drivers - if the patient meets any of the criteria below:
HGV/PSV licence holders									    
Drives more than 500miles/week								    
Operates heavy machinery/ Fork Lift Drivers 						    
Pilot / Train Driver 										    
To fast track patient through the SDB pathway a copy of  the REFERRAL LETTER AND  DATA SHEET to Michelle Goodlad, Principal Sleep Physiologist either by email, GMBsleep@uhcw.nhs.uk or Fax 02476966603.


2. Complex Sleep
Parasomnia											    
Narcolepsy / Cataplexy 									    
Periodic limb movement / Restless Leg Syndrome						    
Insomnia											    
Other												    
Please provide details of symptoms and reason for referral :







Referral Outcome (for completion by hospital staff)
Referral Accepted      		Urgent 						
			    	 Routine						
Referral Rejected	     	Incomplete						
			     	Inappropriate						
Suggested GP Action		ENT Referral						
				CBT Referral						
				Neurology 						
				Other			     ……………………………………………			 		
