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Practice Plus Group Echocardiography Referral Form
All relevant fields MUST be completed otherwise referral may be returned
Please complete and send via e-RS or practiceplusgrp.bucksdiagnostics-referrals@nhs.net    


	DATE OF REFERRAL
	
	
	EXCLUSION CRITERIA
	· Age less than 16 years

· Known Congenital Heart Disease

· Prosthetic Valve assessment 
· Suspected Endocarditis

· ?HF without raised NT-proBNP

	PATIENT DETAILS
	
	GP DETAILS

	NHS number
	
	
	GP name 
	

	Title
	
	
	Telephone
	

	Surname
	
	
	Fax
	

	Telephone
	
	
	Practice Full Address and Postcode 

	Gender
	
	
	

	Date of birth
	
	
	

	Patient’s Full Address and Postcode:
	
	

	
	
	K Practice Code
	

	
	
	SPECIAL REQUIREMENTS

	
	
	Transport Required      Y  /  N
Interpreter Required    Y  /  N

Rockwood frailty score: 

	
	
	

	REASON FOR REFERRAL (Please ensure to select at least ONE)

	1.Patients with suspected heart failure
 FORMCHECKBOX 
 Suspected heart failure based on raised NT proBNP (see levels below) 


  NT proBNP Result:-  ………………………………………………………….  
 FORMCHECKBOX 
 Raised levels - Echo within 6 weeks (NTproBNP 400-2000 pg/ml)

 FORMCHECKBOX 
 High levels - Echo within 2 weeks (NTproBNP > 2000pg/ml)
2.Patients with heart murmur
 FORMCHECKBOX 
 

3.Other
 FORMCHECKBOX 
 Left ventricular hypertrophy based on clinical findings or abnormal ECG or abnormal chest X ray
 FORMCHECKBOX 
 Atrial Fibrillation 

 FORMCHECKBOX 
 Syncope [please note a normal echo does not rule out serious causes of syncope]
 FORMCHECKBOX 
 Family History or Cardiomyopathy 

**To discuss a referral please call the Mid and South Bucks Diagnostic Service on 0333 999 7636.  Any other concerns please refer to cardiology triage via e-RS**

	RELEVANT PAST MEDICAL HISTORY

	Clinical history / duration / indications for examination AND Question to answer:

	
	

	 FORMCHECKBOX 
 Myocardial Infarction
	 FORMCHECKBOX 
 Atrial Fibrillation
	 FORMCHECKBOX 
 Thyroid disease

	 FORMCHECKBOX 
 Angina
	 FORMCHECKBOX 
 Cardiomyopathy
	 FORMCHECKBOX 
 Alcohol / Drug abuse

	 FORMCHECKBOX 
 Valve disease
	 FORMCHECKBOX 
 Hypertension
	 FORMCHECKBOX 
 Chronic Obstructive Pulmonary Disease 

	 FORMCHECKBOX 
 Cardiac surgery
	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Other, please state:
	
	

	Date / location / type of previous investigations (surgery, radiology, laboratory results):


	
	
	
	

	OTHER RELEVANT INFORMATION

	Height (m):                      Weight (kg):                     

	RELEVANT MEDICATION (Drug and Dose)

	     


	Referrer’s declaration

I have discussed the examination with the patient and have considered the contraindications and detailed above
	Radiology
	

	
	Comments
	

	GMC No. or equivalent
	
	Justified by
	

	Referring Clinician (PRINT)
	
	Position
	

	Referring Clinician Signature
	
	Signed
	

	Date
	
	Date
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