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Community Heart Failure Nurse Led Service

Referral Form Heart Failure Patients

Referral criteria:



1. Newly diagnosed heart failure patients with confirmation of LVSD on Echo in the last two years who require education and titration of medication as per NICE Guidelines (108).
2. Patients with a confirmed diagnosis of LVSD who require heart failure specialist nurse 
      review due to decompensation of heart failure symptoms.
	Patient name:

	NHS no:

	D.O.B:

	GP name:

	Title:
	Gender:  Male (     Female (
	Tel. number:

	Tel. number:
	Address:

	Address:
	

	
	

	Postcode:
	NOK/Relationship:

	Echocardiogram result (within last 2 years)  – please enclose details of results or copy of report

	

	

	Please provide details of past medical history:

	
	

	
	

	
	

	
	

	
	

	Please provide list of current medication:

	
	

	
	

	
	

	
	

	Reason for referral: How do you think your patient would benefit from this service?

	

	

	

	

	Please state any drug allergies/sensitivities:

	
	

	Has patient agreed to this referral?                        Yes   (     No   (


Please fax this completed form to 01744 457280.  If you have any questions call 01744 457261
To ensure we do not delay contacting your patient, please ensure you complete this form fully as we may need to return this to you if information is not provided.
	Referred by:
	Date:
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