SPECIALIST LYMPHOEDEMA SERVICE REFERRAL FORM
South East London Cancer Network
ALL SECTIONS MUST BE COMPLETED

	PATIENT DETAILS 

	REASONS FOR REFERRAL
 Lymphoedema secondary to cancer / 

     cancer treatment.


If so, please tick the following if relevant:

 Regional lymph node involvement
 Regional skin involvement
 Local recurrence
 Distant mets
 Lymphoedema secondary to venous 
     disease
 Lymphoedema secondary to limb 

    dependency / immobility

 Primary lymphoedema (congenital / 

    hereditary)


	Surname 
	

	First name
	

	Address
	

	
	

	
	

	
	

	Postcode
	Telephone 
	

	Male / female
	Marital status
	

	DOB
	Ethnicity
	

	NHS Number
	Hospital number
	

	GENERAL PRACTITIONER DETAILS 

	

	Name
	

	Address
	

	
	

	
	

	
	

	Postcode
	Telephone 
	

	IS THE REFERRAL URGENT?       Yes      No 

i.e. is the patient palliative?
	

	MEDICAL HISTORY
DVT (within the last 6 months)           Heart failure                                        
Hypertension 

SVC Obstruction 

Cellulitis

Lymphorrhoea

Obesity - please state weight………...kg

Venous disease

Hemiplegia

Arthritis

Renal failure

Chronic skin disorder

Diabetes 


	Yes     No  

Yes     No  

Yes     No    Yes     No  

Yes     No  

Yes     No  

Yes     No  

Yes     No  

Yes     No    Yes     No  

Yes     No  

Yes     No 

Yes     No 

 
	DIAGNOSIS (with dates if known)

	IS THERE EVIDENCE OF VENOUS OR ARTERIAL INSUFFICIENCY?  Yes  (give details)   No 

If yes, please provide ABPI and full assessment if carried out



	IS THERE A HISTORY OF SWELLING / ONSET / LIMB AFFECTED  Yes  (give details)   No 



	RESUS STATUS (if known) 

	IS THERE AN ADVANCE CARE PLAN?  Yes      No 

	HAS THE PATIENT’S MENTAL CAPACITY BEEN ASSESSED?  Yes  (give details)   No 

By whom?                                                                                           Date:

	IS THE PATIENT HOUSEBOUND?  Yes      No 

Please note that transport is not provided

DOES THE PATIENT REQUIRE A HOME VISIT?  Yes      No 

Only applicable to services provided by Greenwich & Bexley Cottage Hospice and Harris HospisCare 

	MEDICATIONS:



	ANY ADDITIONAL RELEVANT PAST / CURRENT MEDICAL HISTORY:



	OTHER RELEVANT INFORMATION:

mobility / access / communication / language barrier / translator required? 



	IS THE PATIENT KNOWN TO ANY OTHER HEALTH CARE PROFESSIONALS? Yes  (give details) No 



	Name (please print)

	Position

	Address

	

	
	Postcode

	Telephone
	Fax


	WHO COMPLETED THIS FORM?



	Name (please print)                                                                                                     Date          

	Position

	Address

	

	
	Postcode

	Telephone
	Fax


RECENT CLINICAL CORRESPONDENCE SHOULD BE FAXED WITH THIS FULLY COMPLETED FORM TO:

	Queen Elizabeth Hospital

Breast Care 
Fax:  020 8836 5436    

Tel:  020 8836 6899  
	Greenwich & Bexley Community Hospice

Lymphoedema Service

Fax 020 8312 4344 for referrals
Fax:  020 8312 2106 for all other enquiries
Tel:  020 8320 5804
	Harris HospisCare

Lymphoedema Service

Fax:  01689 892999

Tel:  01689 825755 info@harrishospiscare.org.uk 

  


