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Dermatology Referral Form

Referring GP ………………………

Practice ……………………………….

   






  ……………………………….








  ……………………………….

Patients name………………………………………………………………………….

Address………………………………………………………………………………..

………………………………………………………………………………………...

DOB……………………………..

Hospital/NHS no. ……………………..

Tel no. …………………………..

Date ……………………………….…..

Do not use this form for cancer referrals under the two week rule: -

 Suspected Melanomas or Squamous cell Carcinomas. 

All referrals will be graded by the Consultant and offered an appointment with the most appropriate member of the Dermatology team.

Please note that the following conditions are suitable for management in Primary care and usually should not need referral to a Dermatology clinic.

Viral warts
Molluscum
Skin tags
Seborrhoeic warts
Spider naevi

Benign naevi
Allergies
Lipoma

Dermatofibroma
Lentigos

Solar comedones
An appointment within the Dermatology Department will not be offered for these conditions except where there is diagnostic doubt or in unusual circumstances. Further information on management of the above conditions may be obtained by visiting the Dermatology department web-site:

http://www.surreyandsussex.nhs.uk/dermatology

	Description of condition/duration/location- please give as much information as possible

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



	Treatments tried to date and their effectiveness

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



	Past medical history/ relevant family history

…………………………………………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



	Current medication

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



	Reason for referral- please indicate

· Diagnosis

· Management problem 

· Treatment   

                

	   Further information

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



	Appointment type

· Routine

· Urgent




