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  SOMERSET COMMUNITY COPD SERVICE 
  Patient Referral Form
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Please complete all fields on this form in BLOCK CAPITALS using BLACK ink and fax to Bupa Home Healthcare. 
SAFE HAVEN FAX: 0845 880 9990      TEL: 0845 880 9989



	Inclusion Criteria for Referral

The service is for patients who have a confirmed diagnosis of COPD,  have consented to receive the service and:

· Have an post beta agonist FEV1<50 %, FEV1/FVC <70%  OR

· Have been admitted with COPD in the past year OR

· Have an MRC breathlessness score 3* or greater OR

· Are on Oxygen for COPD OR

· Are identified at risk patients who, for example, have been admitted to hospital in the last 90 days, or are on oxygen for COPD or are waiting for pulmonary rehabilitation

* Information about COPD and the MRC Breathless score can be viewed at: http://www.gpiag.org/opinions/man_stable_copd_final.pdf (see Figure 2), plus see below.


	Exclusion criteria:

1. Patients with the following co-morbidities are unlikely to benefit or respond to the care pathway:

· Unstable or poorly controlled diabetes, or epilepsy

· Lung or metastatic cancer

· Inter current illness or severe pulmonary hypertension  

2. Compliance is likely to be affected in those patients with:

· Severe cognitive impairment

· Enduring mental illness

3. The pulmonary rehabilitation service may not be suitable for patients:

· With unstable ischaemic heart disease

· Who have suffered a myocardial infarction in the past five weeks




	MRC Breathlessness Score

Degree of Breathlessness related to Activities

Not troubled by breathlessness except on strenuous exercise

1

Short of breath when hurrying or walking up a slight hill

2

Walks slower than contemporaries on level ground because of breathlessness, 
3

or has to stop for breath when walking at own pace


Stops for breath after walking about 100m or after a few minutes on level ground

4

Too breathless to leave the house, or breathless when dressing or undressing

5
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For Bupa Home Healthcare use:


Date form received:


Ref number:





Referral letter attached: Y/N (please delete as appropriate)











Fax no.








Name:





























Referring clinician





Postcode








Location: e.g. name of Practice /Hospital








Tel. no.








Address







































































	








	











Patient details





Sex (delete as appropriate)

















M / F





Postcode





Patient’s 


first name





Patient’s 


surname





Patient


NHS no.








DoB








Tel no.








Address





	





Mobile





Mr/Mrs/Ms/Miss























Has patient had an x-ray in the last 18-24 months?  Y/N (please delete as appropriate).  If ‘Y’, date, and brief report of findings: 











Please check for persistent polycythaemia HCT > 0.60 Males, HCT > 0.56 Females, enter Hb result here:








Please enter last recorded oxygen saturation level here:


Date recorded: 





Please state last recorded immunisations:


Influenza	 (date):





Pneumonia (date):





Social and living circumstances (please tick):


Lives alone	(


Dependent on carer 	(





Other:









































Patient’s GP (if different from “referring clinician”)





Postcode








Address














Tel. no.





	





Smoking Status





Allergies





Non Active Problems





Active Problems





Medications (past and present)





Patients with confirmed COPD must meet the following criteria: FEV1<50% (post beta agonist measurement), FEV1/FVC <70% 


Insert spirometry results here:





Enter MRC Score here:








	

















Carer details – if applicable








Relationship





 








Name








Mr/Mrs/Ms/Miss














Name of referring


Consultant (if relevant)
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Signature of referring clinician										Date:
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