BLACKPOOL FYLDE AND WYRE HOSPITALS NHS TRUST

LANCASHIRE CARDIAC CENTRE

HEART FAILURE DIAGNOSTIC CLINIC


	REFERRAL FORM AND CHECKLIST

	 

	Heart Failure Diagnostic clinic is a one stop diagnostic clinic for any patient 

with symptoms/signs suggestive of heart failure but no previous diagnosis
· In addition to echocardiogram and in accordance with NICE guidelines the following will be considered :

· The aetiology of heart failure and treatment if required of this condition

· The need for additional diagnostic tests eg. stress echo, transoesophageal echo, angiogram

· Pharmacological and non pharmacological therapy

· The role of device therapy

· Diagnosis and management plan will be discussed with a view to increasing patient engagement / compliance

· A ‘patient held’ record of diagnosis  / management will be produced and recorded on a National HF database

· This single visit to hospital will better support the subsequent management of the majority of pts in Primary Care

· The management and surveillance of the most complex/at risk patients will be undertaken by the hospital HF 
       team in consultation with their General Practitioner and the Community HF team

	Patient details

Name :

Address :

Postcode :

Tel.no :

DOB :

NHS no :

Hospital no :
	Referring GP

Name :

Address:

Tel. no :

Fax. no:



	Referral date:
	PCT area :


If the patient does not meet one of the following criteria or has had echocardiogram in the last twelve months – please do not refer to One Stop HFDC

Refer to cardiology via usual channels or to the HF team directly by letter if previously known to them

	
	Yes
	Details

	The patient has symptoms suggestive of HF and history of myocardial infarction 
	
	

	The patient has symptoms suggestive of HF and an elevated BNP 

or 

BNP is unavailable to your practice

we are working with Cardiac Network to improve access
	
	BNP result :

Hospital where assay performed:

	APPOINTMENT AT HFDC WILL BE OFFERED WITHIN 3 WEEKS OF CHOOSE AND BOOK REFERRAL,

RECEIPT OF COMPLETED REFERRAL FORM and if required (see above) BNP result

All patients should have had blood taken for U&E and FBC – result need not delay referral

	REFERRAL TO HFDC WILL BE ACCEPTED WITHOUT  BLOODS FOR THOSE WITH ALARM FEATURES

THIS IS OFFERED ONLY AS AN ALTERNATIVE TO HOSPITAL ADMISSION IF FELT APPROPRIATE                                                  
	(please tick)


	Incomplete forms will not be accepted

	SOURCE OF REFERRAL (please tick one)
Information provided will be audited to assist with service development

	Patient self presenting to GP with symptoms
	 

	Recent hospital admission
	

	Screening for symptoms in patient attending GP / Hospital for other reason
	

	Other    (please specify)


	PMH  (please tick if applicable)

	IHD

Date of prev MI (if app.)      ......................
	

	HBP

Date first diagnosed      .............................
	

	Cerebrovascular disease

Date of CVA/ TIA (if app.)     .....................
	

	Atrial fibrillation

Date last ECG in SR       .............................
	

	Known COAD/ asthma

PFT?                  ..........................................
	

	Diabetes 
	

	Family history of cardiomyopathy
	

	Smoker
	

	History of alcohol XS
	

	BRIEF HISTORY:

(SOBAR, SOBOE, orthopnea, PND etc)

NYHA SCORE:

     I                 II                     III                   IV

------------------------------------------------------------------------

CLINICAL FINDINGS:

(Peripheral /pulmonary oedema, murmur etc)
BP: 

-----------------------------------------------------------------------

MEDICATION :


Signature of General Practitioner  .....………………………………………… Date...........................………….

	Hospital Use Only

Date received:                                                              Appointment given (date/time):

	Referral returned to GP:                                             INCOMPLETE                                            INAPPROPRIATE

Comments.......................................................................................................................................................................


