
St John’s Hospice Lymphoedema Referral Form

Telephone: 01767 642410  

Please email all referrals to: stjohns.referrals@nhs.net

All parts of the referral form must be completed in full before a patient can be assessed for treatment.

Referral Criteria

· Patients must be registered with a BLMK ICB registered GP
· All types of lymphoedema including; cancer-related and non-cancer related and lipoedema patients. 
· Please note patients can only be referred by a doctor or healthcare professional.

Exclusions
· Patients with open wounds / wet legs
· Patients under the age of 18 years
· Patients with a BMI over 40kg/m2, unless they are engaging in an active weight loss journey with evidence of weight loss over 3 months prior to referral
· Patients who are housebound
· Patients that require doppler assessment-we do not provide doppler assessments

Contraindications to treatment

· Patients with severe/unstable cardiac or renal failure
· Arterial disease unless assessed by a vascular team within the last 6 months

Considerations before referral:

If the patient is on calcium channel blockers their medication must be reviewed prior to referral
Please provide date of medication review………………………………………………..

The success of any treatment is dependent upon the patient being able to understand and participate in the agreed programme of care. Has the patient been made aware that this may include compression garments? Yes/No


Please attach copies of all recent hospital letters

	Patient Details

	
Full name:
	
NHS number:

Hospital number:

Weight:
BMI:

Weight and BMI must be recorded, if this is not completed the referral form will be returned to the referrer


	Current address:




Post code:

Telephone number:
	Date of birth:
Sex:  M /  F
Civil/Marital Status:
Ethnic origin:
Religion:
Preferred language:
Interpreter required? Yes/No

	GP and Consultants Details

	
GP:

Address:



Tel. No:

	
Consultant:

Hospital:



	

	Referrers Details

	
Name:

Address / Department



Tel.No :

	
Signature:

Designation:

	

	
Diagnosis and reason for referral: 







	
Details of Oedema: 

· Site:
· Duration:
· Symptoms:
· Past treatment:


	
If Cancer: 

Surgery:
Chemotherapy:
Radiotherapy:


	
For all referrals:

Medications: 







Allergies: 







	Medical History:
	Yes
	No
	Any additional medical history:















Most recent serum albumin:

	DVT
	
	
	

	Heart failure
	
	
	

	Hypertension
	
	
	

	Peripheral vascular disease
	
	
	

	Varicose veins
	
	
	

	Renal failure
	
	
	

	Diabetes
	
	
	

	Thyroid
	
	
	

	Chronic skin disorder
	
	
	

	Hemiplegia
	
	
	

	Arthritis
	
	
	

	Mobility problems
	
	
	

	
Previous investigations:  
Doppler or Duplex scan, Lymphoscintigram





Please include copy of results

	
Cellulitis: 
Give details of number of episodes and approx date of most recent episode:




Date of referral:

Has the patient consented to record sharing via SystmOne: Y/N
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