IV Therapy Referral Form: 
Domiciliary (Home Visit)  
Ambulatory (Patient attends Butler Green)  
Enhanced (inpatient at Butler Green)

 [image: image1.jpg]Pennine Care m

NHS Foundation Trust



       
Butler Green House 
    

	Patient Name:

Address:

Telephone Number:


	General Practitioner Name:

General Practitioner Address:

TEL NO:
FAX NO:
P-CODE:

SURGERY EMAIL:

	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 stated

	Please give the following details: 
· KNOWN COLONISING BACTERIA:

·  ANY PRESCRIBED ORAL MEDICATION:
· BLOOD MONITORING DETAILS:
·  KNOWN ALLERGIES:
· PATIENT’S WEIGHT (if available): 

	DATE
	DRUG
	DOSE
	DILUTENT & VOLUME
	FREQUENCY

	Start/Finish

	
	
	
	

	Start/Finish

	
	
	
	

	Prescriber Signature:                                    Print Name:                        Date:


	PLEASE ENSURE THE PATIENT MEETS THE CRITERIA (SEE OVERLEAF) AND YOU HAVE DISCUSSED THIS PATIENT WITH THE IV SERVICE AT BUTLER GREEN HOUSE ON 0161 716 2855/07824599342
PLEASE COMPLETE ALL SECTIONS AND EMAIL TO:pcn-tr.ButlerGreenEIMC@nhs.net



