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Community Cardiology Referral Form

Any incomplete forms will be returned
Please email the completed referral form to medch.communitycardiology@nhs.net
	Preferred Service (please tick):
	 FORMCHECKBOX 
 Arrhythmia
	 FORMCHECKBOX 
 Heart Failure
	 FORMCHECKBOX 
 Cardiac Rehabilitation

	Please confirm the patient has given permission for us to access their GP records:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


	Patient Details
	GP Details

	Patient name:


	
	GP name:
	

	NHS number:
	
	
	

	Patient address:
	
	GP address:


	

	Post code:
	
	Postcode:
	

	Telephone number:
	
	Telephone number - main:
	

	Date of birth:
	
	M / F
	Telephone number - bypass/ex-d:
	

	Recent History of Symptoms

	

	Medication

	

	PMH

	

	Please ensure the patient has the following blood tests:

	FBC, U&E’s, Thyroid Function, TFT’s, Glucose, BNP (essential for Heart Failure)Symptoms

	Please attach/enclose ECG (essential for Arrhythmia)

	Additional Information:

	


Do not wait for the results of blood tests before referring patients.
	Dr’s signature: _________________________________________ Date: ____/____/____
Tel: 0300 123 3444 or email: medch.communitycardiology@nhs.net

	Post to: Medway Community Healthcare MCH House 21 Bailey Drive Gillingham Business Park 

 Gillingham Kent ME8 0PZ
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