Early Inflammatory Arthritis Clinic Referral Form
Only use this form for patients who require rapid assessment for NEW onset symptoms/signs suggestive of an inflammatory arthritis 
( NOT for? SEPTIC joint – refer to on call orthopaedics).
	How to refer
	How to contact service (QUERIES ONLY)

	· Send this referral via ERS
· Search speciality ‘Rheumatology’ and           clinic type ‘Early Inflammatory Arthritis'
· The commissioned service to refer to is Rheumatology
If translator is needed must state preferred language: 
	Email: RheumatologySecretaries@uhcw.nhs.uk
Telephone number: 02476 966706
Please do not delay referral for blood test or x-ray results. 
NICE standards are for referral within 3 days of primary care F2F visit when Inflammatory arthritis is suspected.

	Symptom onset must be LESS THAN 6 MONTHS AGO for the EARLY INFLAMMATORY ARTHRITIS PATHWAY. 
If symptoms present GREATER THAN 6 MONTHS send as routine referral.
ALL PATIENTS REFERRED MUST BE EXAMINED FACE TO FACE IN PRIMARY CARE FIRST. 
PLEASE DO NOT START STEROIDS UNLESS DISCUSSED WITH ON CALL RHEUMATOLOGIST




	Patient Details
Name: 
NHS number: 
DOB: 
Gender: 
Address: 
Postcode: 
Contact number:
Mobile: 
Home:  
Email: 
	GP Details
Name: 
Practice:  
Address: 
Contact: 



	
	Date of referral: 





	Additional information if required: 
Working diagnosis: 

Current medication:

Allergies:




 
	SYMPTOM ONSET MUST BE LESS THAN 6 MONTHS FOR THE EARLY INFLAMMATORY ARTHRITIS PATHWAY 			

	Must be completed				 YES		 NO
1. Duration of joint pain					
a. [bookmark: Check3]Less than 6 weeks			 |_|		  |_|
b. 3-6 months				 |_|		  |_|		
c. [bookmark: Check2][bookmark: Check4]Over 6 months              	           	 |_|		  |_|	
2. Morning Stiffness 	
a. [bookmark: Check5][bookmark: Check6]None					 |_|                                    |_|
b. [bookmark: Check7][bookmark: Check8]Less than 30 minutes		 |_|                                    |_|
c. [bookmark: Check9][bookmark: Check10]More than 30 minutes		 |_|                                    |_|			
3. [bookmark: Check19][bookmark: Check20]MCP squeeze test positive.                             |_|                                    |_|
4. [bookmark: Check11][bookmark: Check12]MTP squeeze test positive			 |_|                                    |_|		
5. [bookmark: Check13][bookmark: Check14]Are small joints affected?			 |_|                                    |_|		
Please specify joints affected 
6. [bookmark: Check15][bookmark: Check16]Are there systemic symptoms?		 |_|                                    |_|		
Please specify 
7. [bookmark: Check17][bookmark: Check18]Is there any history of Psoriasis, Uveitis, or inflammatory bowel disease?		                                                	            |_|                     |_|
Please specify  



For UHCW use only:
ACCEPTED   FOR EAC                                        						□    
REFER BACK TO GP FOR MORE INFO see highlighted areas in form		□
REJECTED  for EAC  please see below          
REDIRECTED TO THERAPIES for assessment                                                 	□
REDIRECTED for a ROUTINE appointment                                                       	□     
ADVISE REFERRAL TO PAIN MANAGEMENT SERVICE see link below       	□ 
Fibromyalgia link:
https://www.rcplondon.ac.uk/guidelines-policy/diagnosis-fibromyalgia-syndrome
		 

