Referral Form for Domiciliary (Home Visit)

                              Ambulatory (Patient attends 
                                                                     Butler Green)

        [image: image1.jpg]Pennine Care m

NHS Foundation Trust




Butler Green House                             (Please circle which service required)
Tel: - 0161 716 2855   Fax: - 0161 716 2858
    

	Patient Name:

Address:

Telephone Number:


	General Practitioner Name:

General Practitioner Address:

Telephone Number:

	Date of Birth:
	NHS Number:
	Name of Referring General Practitioner or Consultant:


	Religion:
	Occupation:
	Referring Ward / Department:


	Next of Kin:

Address:
Telephone Number:
	Significant Medical History:

	Diagnosis and reason for referral:

	Date of review by referring Doctor/
Follow up appointment:
Antibiotics will be discontinued on completion of prescribed treatment unless otherwise state

	Type of cannula used:
	Date cannula sited:

	Please give the following details: 
● KNOWN COLONIZING BACTERIA                                         ● ANY ORAL MEDICATION

● EXPECTED DURATION OF TREATMENT                            ● BLOOD MONITORING DETAILS
● KNOWN ALLERGIES  

	DATE/

DURATION
	DRUG
	DOSE
	DILUENT & VOLUME
	FREQUENCY

	
	Teicoplanin 
	400mg
	10ml Water for Injection
	3 Doses 

	PLEASE PRESCRIBE 10 DAYS SUPPLY OF ORAL ANTIBIOTICS CLINDAMYCIN 300MG TDS FOR 10 DAYS ON FP10


	Date:  
Referrer Signature:                                         Print Name:

Prescriber Signature:                                  Print Name:

	PLEASE ENSURE THE PATIENT MEETS THE CRITERIA (SEE OVERLEAF) AND YOU HAVE DISCUSSED THIS PATIENT WITH THE CLINICALLY ENHANCED SERVICE AT BUTLER GREEN HOUSE ON 0161 716 2855
PLEASE COMPLETE ALL SECTIONS AND FAX TO 0161 716 2858


