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LYMPHOEDEMA SERVICE 

REFERRAL FORM
	PATIENT NAME: 
	NHS : 

	ADDRESS:


	TEL NO:  

	
	EMAIL:

	
	DOB:
	Sex:

	
	Ethnicity:
	Religion: 

	REFERRED BY:

	DATE:
	REFERRED BY: 
	 DESIGNATION:

	TELEPHONE NO:
	ADDRESS:

	CONSULTANT NAME:

	GP  NAME: 
	PRACTICE:
	TELEPHONE:

	Past Medical History:
Medication: (if not on SystmOne)


	LYMPHOEDEMA HISTORY

	Lymphoedema noted/date:

	Past Treatment: 
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Do you consider the Lymphoedema as:             
             Bilateral                       Mild                     Moderate                   Severe              Palliative                      

	IF LYMPHOEDEMA SECONDARY TO CANCER:

	Cancer diagnosis date:   

	Treatment dates: 

	Positive Lymph Node Dissection:       YES / NO
	Metastasis to Lymph Node:           YES / NO                     

	Regional Skin Involvement:                YES / NO               
	Local Recurrence                           YES / NO

	Distant Metastasis                               YES / NO                  
	Removal Lymph Nodes:  Level 1          YES / NO
                                        Level 2          YES / NO

                                        Clearance     YES / NO

	Surgery:
	Radiotherapy: 

	Chemotherapy: 
	Hormone Therapy: 

	Other:



GENERAL MEDICAL HISTORY
Has/does the patient suffer from any of the below:
	
	
	DETAILS

	Hypertension
	YES / NO 
	

	Heart Failure
	YES / NO
	

	Hemiplegia
	YES / NO 
	

	Peripheral Vascular Disease/ Arterial Embolism
	YES / NO 
	

	Phlebitis
	YES / NO
	

	Venous Thrombosis
	YES / NO
	

	Varicose Veins
	YES / NO
	

	Chronic Renal Failure
	YES / NO
	

	Chronic Skin Disorders
	YES / NO
	

	Rheumatoid Arthritis
	YES / NO 
	

	Osteo-Arthritis
	YES / NO 
	

	Diabetes
	YES / NO 
	

	Obesity
	YES / NO
	

	Is the patient mobile?
	YES / NO 
	

	Thyroid
	YES / NO 
	

	Allergies
	YES / NO
	

	Other  (please specify)




	Referral Completed by:


	Designation:

	Date:


Please email completed form to: standrews.lymphoedema@nhs.net
For enquiries telephone: 01472 571277 (voicemail available)
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