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London NHS Diagnostic Service

PHYSIOLOGICAL MEASUREMENT REQUEST FORM

(INCLUDING ECHOCARDIOGRAPHY)
PLEASE NOTE – WE ARE UNABLE TO ACCEPT REFERRALS FOR PATIENTS UNDER 18 YEARS OF AGE

	Patient ID

NHS number:
«PATIENT_Current_NHS_Number»
Name:

«PATIENT_Forename1» «PATIENT_Surname»

Address:

«PATIENT_House» «PATIENT_Road»


«PATIENT_Locality»


«PATIENT_Town»


«PATIENT_County»
Post code
«PATIENT_Postcode»
Date of birth:
«PATIENT_Date_of_Birth»
Telephone:
«PATIENT_Main_Comm_No»
(home)



(work)


(mobile)
E-mail:



Gender:
«PATIENT_Sex»
Eligible for transport: 
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Transport required:
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Physical/communication difficulties (specify if any)

If Interpreter required, language?

Religion:

 

Ethnicity:


	Referring Clinician

Name:
«REFERRAL_Clinician»
Qualifications:



GMC/HPC No:  


Referring PCT code:  

Referring Practice Code: 

Address:
«PRACTICE_Name»

«PRACTICE_House» «PRACTICE_Road»

«PRACTICE_Locality» «PRACTICE_Town»

«PRACTICE_County»
Post code:
«PRACTICE_Postcode»
Urgent Telephone *:«PRACTICE_Main_Comm_No»
Fax *:


* for clinical enquiries use only

NHS mail:



Clinical specialty:




	Clinical Indication/Problem
Please provide as much relevant clinical information to ensure the most appropriate investigation is performed.
«CURRENT_CONSULTATION»
Allergies: 

«DRUG_ALLERGY»

	Relevant Past Medical History (include previous & current treatment/medication where relevant)

Continue overleaf if require

	Cardiac History
 FORMCHECKBOX 

MI
 FORMCHECKBOX 

Angina
 FORMCHECKBOX 

Valve problems
 FORMCHECKBOX 

Murmurs
 FORMCHECKBOX 

Cardiac surgery
 FORMCHECKBOX 

Atrial Fibrillation
 FORMCHECKBOX 

Cardiomyopathy

Other

     



     

	
	Other significant history
 FORMCHECKBOX 

Hypertension

 FORMCHECKBOX 

Diabetes

 FORMCHECKBOX 

Thyroid disease

 FORMCHECKBOX 

Alcohol/drug abuse

 FORMCHECKBOX 

Chronic Anaemia

 FORMCHECKBOX 

COPD


Other


     


     

	

	

Detail

 FORMCHECKBOX 

Beta blockers
     


 FORMCHECKBOX 

Diuretics
     


 FORMCHECKBOX 

Anti-arrhythmics
     


 FORMCHECKBOX 

Anti-hypertensives
     

	

Detail
 FORMCHECKBOX 

Sympathomimetics
     

 FORMCHECKBOX 

Anticoagulants
     

 FORMCHECKBOX 

Other
     



	Investigation(s) Required

	Echocardiography

 FORMCHECKBOX 

screening

 FORMCHECKBOX 

full
	ECG

 FORMCHECKBOX 
 
12 lead, resting
	Ambulatory ECG

 FORMCHECKBOX 

24 hour

 FORMCHECKBOX 

48 hour
	Ambulatory BP

 FORMCHECKBOX 

24 hour

	Referrer’s Signature 
Date of request «REFERRAL_Event_Date»
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