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Medway Bladder and Bowel Service Referral Form
This referral form is for the Medway Bladder and Bowel service for patients 18 years old or over registered with a Medway GP. Please read our inclusion/exclusion criteria before completing this form. Do not complete this form for residents of any care/nursing homes (complete BUNDLE instead). Please note we are not an urgent service and operate a waiting list for appointments.
	Are you (or the person you are referring) able to attend a clinic appointment?  
	Choose an item.
	If you have answered no: You can continue to complete this form, but it will NOT be triaged by the bladder and bowel service.  Once submitted the form may be forwarded onto the community nursing service who only visit housebound patients. After triage if you (or your patient) are deemed not to be housebound then the community nurses will reject the referral, which may result in longer wait times.
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	Patient details (mandatory to complete)

	NHS Number (if known)
	

	First Name
	


	Last Name
	


	Date of Birth
	


	Ethnicity
	Choose an item.


	Address including postcode
	



	Home phone number
	


	Mobile number
	


	Can we text the patient?
	Choose an item.


	Email address 
	


	Can we send appointment details by email?
	Choose an item.


	GP practice
	


	Referrer details (if you are not the patient)

	Name of person referring
	


	Job title or relationship to patient
	


	Contact details for referrer 
(must include email address for any professional referrals)
	



	Please confirm the patient is aware of the referral and has given you consent to refer?
	Choose an item.





	About the issues (mandatory to complete)

	*Pain or burning when passing urine?
	Choose an item.

	*Any signs of a fever (eg raised temperature, chills, shivering) or generally feel unwell?
	Choose an item.
	*Blood in urine or stools?
	Choose an item.

	*Change in bowel habit with unexplained weight loss?
	
Choose an item.

	*Any severe constipation, abdominal pain, or overflow diarrhoea (leaking liquid or watery stools)?
	
Choose an item.

	*Had any bladder, bowel or gynaecology surgery in the last 6 weeks?
	Choose an item.
	*New loss of feeling between the legs, or numbness around the back passage and/or genital area?
	Choose an item.
	*Inability to pass urine, or only passing dribbles of urine and feeling uncomfortable?
	Choose an item.
	
*If you have answered ‘Yes’ to any of the above questions we cannot accept your referral and recommended you contact your GP/call 111 as your symptoms need to be assessed.




	Reason for referral

	
Select ‘X’ in category that applies then complete indicated section


	Urinary dysfunction
	Choose an item.
	Bowel dysfunction
	Choose an item.
	Both Urinary and bowel dysfunction
	Choose an item.
	Other Bladder and/or Bowel issues
	Choose an item.
	Catheter clinic (routine changes)
	Choose an item.


1. Urinary dysfunction 
	Any feeling of not being empty after passing urine or straining/pushing to pass urine? 
If so, please explain further below: 
	Choose an item.
	


	Can you provide a brief description of the issue? When did the problems start?

	

	Urinary incontinence? (do you leak urine?)
	Choose an item.
	If so, how often are urine leaks occurring? 

	

	Known to any other service for these issues? Or had any previous investigations/treatments for this? 
	



2. Bowel dysfunction 
	Can you provide a brief description of the issue? When did the problems start?
	

	Bowel incontinence? (do you leak faeces or ever open your bowels unintentionally?)
	Choose an item.
	If so, how often are bowel leaks occurring? 

	

	Known to any other service for these issues? or had any previous investigations/treatments for this? 
	



3. Other bladder and / or bowel issues 
	Please describe the problems? And when did the issues start?
	



	Have there been any investigations/treatments for this? 
	



	Known to any other service for these issues?
	





4. Catheter clinic 
	Where is the catheter inserted?

	Choose an item.
	When was the catheter last changed?

	Click or tap to enter a date.
	What size and type of catheter was used?
	


	Why was the catheter inserted initially?
	 


	Do you have spare catheters and other supplies?

	

	Have you had a trial without catheter? (removal of catheter to see if you can urinate without it). If so, when?
	



Healthcare Professionals completion only:  Any additional supporting information?Examples: Any condition that affects mental abilities (such as dementia or learning disabilities)? Any past medical history we should know about?








Mandatory sections must be completed and the section relevant 
to your referral or the form will be rejected.
Email completed form to: MEDCH.ContinenceCare@nhs.net
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