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TB Service Referral Form


	Patient Details
NHS number:        FORMTEXT 

     
                                                                                 Hospital number:         

Last name:           

                                                                  First name:               
Ethnicity:                                                                                                Date of birth:                      Gender:      
Address:              
Tel no:                                              Interpreter required?  Yes  FORMCHECKBOX 
     No   FORMCHECKBOX 
        Language spoken:      



	Referrer Details                  Referral taken over telephone  FORMCHECKBOX 
   by 
Referrer:                   FORMTEXT 

     
                       Contact number:                                     Date of referral:      
Consultant:    


     
        Outpatient  FORMTEXT 

     
                       Speciality:                 Inpatient  FORMCHECKBOX 
   Ward:      
GP surgery:                




	Reason for Referral
Pre-anti TNF                                   FORMCHECKBOX 
                                                                   New Entrant Migrant TB Screening        FORMCHECKBOX 

                                                                                                                               (please follow the national guidelines)    

Symptomatic:
Cough lasting more than 4 weeks   FORMCHECKBOX 
                                                                       Sputum/Haemoptysis           FORMCHECKBOX 
    

Weight loss                                      FORMCHECKBOX 
                                                                       Fever/Night Sweats               FORMCHECKBOX 

Chest X-Ray

Date of most recent x-ray:       
Result of x-ray:                          (please send copy with referral if x-ray showed any indication of TB)

Risk Factors

New entrant to UK                           FORMCHECKBOX 
                          

Country of origin:                                                     Contact of TB case                FORMCHECKBOX 

Past history of TB                            FORMCHECKBOX 
                          Immune suppressed              FORMCHECKBOX 
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BCG vaccination                            FORMCHECKBOX 

Please note that as per national guidelines we only offer BCG vaccination to people aged under 16 years of age.  Patients requiring BCG because of their occupation should be referred to their Occupational Health Department.  Patients requiring BCG for travel purposes will be seen as private patients and should contact us themselves.  

	


	Comments (Enter TB Screening results with other comments here)
     


	Please email referrals to  PATIENTSERVICESCENTRE (UNIVERSITY HOSPITAL SOUTHAMPTON NHS FOUNDATION TRUST -  (UHS.PatientServicesCentre@nhs.net) 

	 

	For further advice, please contact us on: Tel No: 0300 123 3992  or Via our email: SNHS.TBSouthampton@nhs.net               


	(Services Please add Service Address)
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This letter has been generated from SystmOne
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