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Please FAX the completed referral form to Echotech on 023 9282 3041

	Date of referral
	
	
	Referring clinician
	

	
	
	
	Commissioning Organisation
	

	
	
	
	
	

	PATIENT DETAILS


	
	GP DETAILS

	NHS number
	
	
	GP name and Signature
	

	Title
	
	
	Telephone
	

	Name
	
	
	Fax
	

	Telephone
	
	
	Address



	Gender
	 FORMCHECKBOX 
  Male        FORMCHECKBOX 
 Female


	
	

	Date of birth
	
	
	

	Address


	
	

	
	
	GP email address
	

	
	
	SPECIAL REQUIREMENTS

	
	
	

	Post code
	
	
	

	
	
	
	
	

	REASON FOR REFERRAL (Please ensure to select at least ONE)

	 FORMCHECKBOX 
  Suspected Left Ventricular Hypertrophy (LVH) with hypertension and abnormal ECG and / or chest X ray
 FORMCHECKBOX 
  Suspected Left Ventricular Hypertrophy (LVH) on ECG in young asymptomatic people
 FORMCHECKBOX 
  Heart murmur with cardiac symptoms
 FORMCHECKBOX 
  Asymptomatic heart murmur with abnormal ECG or abnormal chest X ray
 FORMCHECKBOX 
  Known valve disease

 FORMCHECKBOX 
  Specific presentations of Atrial Fibrillation
a. ‘lone’ AF

b. Ambulant elderly patients where the Echo will affect treatment management decision

FOR PATIENTS WITH SUSPECTED HEART FAILURE, PLEASE REFER PATIENTS FOR proBNP BLOOD TEST EXCEPT FOR PATIENTS WITH PREVIOS MI.
PATIENTS WITH A PAST HISTORY OF MI WILL REQUIRE ECHO WITHIN 2 WEEKS VIA THE EAST SURREY HEART FAILURE SERVICE.



	

	RELEVANT PAST MEDICAL HISTORY

	 FORMCHECKBOX 
 Myocardial Infarction

	 FORMCHECKBOX 
 Atrial Fibrillation
	 FORMCHECKBOX 
 Thyroid disease

	 FORMCHECKBOX 
 Angina
	 FORMCHECKBOX 
 Cardiomyopathy
	 FORMCHECKBOX 
 Alcohol / Drug abuse



	 FORMCHECKBOX 
 Valve disease
	 FORMCHECKBOX 
 Hypertension
	     FORMCHECKBOX 
 COPD
 

	 FORMCHECKBOX 
 Cardiac surgery
	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Other
	
	

	OTHER RELEVANT INFORMATION

	

	RELEVANT MEDICATION (Drug and Dose)

	

	INVESTIGATIONS (where relevant)
	Date
	Please enter values:                     

	12 lead ECG
	
	 FORMCHECKBOX 
 Normal             FORMCHECKBOX 
  Abnormal (Please attach)



	CXR
	
	 FORMCHECKBOX 
 Normal             FORMCHECKBOX 
  Abnormal (Please attach)


	BMI
	
	

	BP
	
	


 

  
ET Form A - OA Service
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