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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)

	Patients with suspected heart failure

 FORMCHECKBOX 
   Suspected heart failure based on raised NTproBNP (>150pg/ml under 75y and >300pg/ml for 75y+)
         Echo required within 6 weeks1

 FORMCHECKBOX 
  Suspected hear failure based on a very high NTproBNP (>2000pg/ml)

        Echo required within 2 weeks1

 FORMCHECKBOX 
  Suspected heart failure in those with a past history of  Myocardial Infarction (not acute MI as these will be followed up       
        By the hospital)
        Echo required within 2 weeks1


	ESSENTIAL DOCUMENTS *TO BE FAXED WITH COMPLETED REFERRAL FORM

	 FORMCHECKBOX 
  NTproBNP Result
 FORMCHECKBOX 
  Medical History (Clinical Notes Summary)
 FORMCHECKBOX 
  List of Current Medication
 FORMCHECKBOX 
  Recent ECG and/or CXR Result



	

	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 
 Chronic Obstructive Pulmonary Disease 



	 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
	
	

	NTproBNP
	
	 FORMCHECKBOX 
 Normal levels (<100pg/ml men, <150pg/ml women, <300pg/ml for 70y+)
 FORMCHECKBOX 
 Raised levels (>150pg/ml under 75y and >300pg/ml for 75y+) 
 FORMCHECKBOX 
 High levels (>2000pg/ml)



1 NICE Guideline for Chronic Heart Failure (update) August 2010
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