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	Adult (16 years+) Post COVID Syndrome MDT Assessment Referral Form

Please complete in full to avoid delay in patient care.

Primary Care: Please submit referral via e-Referral. Specialty: Post-COVID-19 Syndrome. Clinic Type: Post-COVID-19 Syndrome. (Postcode for service location is PE30)


	Details of Person being referred

	Family name: 
	[bookmark: Text1]     
	Forenames: 
	[bookmark: Text2]     

	Title:
	[bookmark: Text3]     
	Gender:
	[bookmark: Text24]     
	Date of Birth: 
	[bookmark: Text4]     

	NHS No:
	[bookmark: Text5]     
	Tel No:
	     
	Email:
	     

	Address:
	     

	The patient needs an ☐ interpreter       (language)
	☐ Lipspeaker
	☐ BSL interpreter

	Accessible Information Standards 
Does the service user have additional needs related to the below? If so please specify as applicable:

	☐ Vision
	☐ Hearing
	☐ Speech
	☐ Other

	[bookmark: Text34]Details:       

	Referrer Details

	Name:
	     
	Organisation:
	[bookmark: Text10]     

	Profession:
	     
	Contact number:
	     

	Patient Clinical Information

	Does the patient have a DNACPR / RESPECT form?
	☐ Yes / No ☐
	If yes, is there a copy in the patient’s home?
	☐ Yes / No ☐

	Smoking Status:
	     

	Occupation and Work Status

	Job / Occupation: Is the patient a known NHS or social care employee?
	     

	If they have been off work, or are currently off work, due to the impact of their post-COVID symptoms please complete the below:

	☐
	Has been able to work full duties or has fully returned to work with no concerns

	☐
	Able to complete partial duties / altered work role

	☐
	Unable to work

	Any comments:
     



	COVID Status 

	☐  Suspected COVID
	Date:
	[bookmark: Text25]     
	Date of onset of symptoms:
	     

	☐ Test(s) Positive
	Date:
	     
	Duration of symptoms:
	     

	☐  Test(s) Negative
	Date:
	     



	Brief description of initial COVID symptoms

	☐ Fever
	☐ SOB
	☐ Cough
	☐ Anosmia

	[bookmark: Text26]☐ Other, please state:      

	Previous Management (Please provide copies of ALL relevant information detailing care.  Please attach hospital discharge summaries if patient received hospital care)

	☐ Home
	☐ A&E
	☐ Hospital Admission
	☐ ITU
	☐ Outpatient clinic

	[bookmark: Text37]☐ Other, please state:      

	Did the patient require oxygen?  ☐ Yes / No ☐
	Does the patient still require oxygen?  ☐ Yes / No ☐



	Clinical triage is a crucial element of assessment so please give as comprehensive history and examination findings as possible and ensure ALL pre-referral tests are requested wherever clinically required otherwise referrals may be returned.

	Essential Filter Tests and Investigations – All tests must have been carried out in the past 6 months to rule out other causes and acted upon

	Please complete the following blood tests where clinically indicated and tick the relevant box to confirm:

	☐	FBC, U&E’s, ESR, TFT, HbA1c, LFT, Bone profile, C-reactive protein, Serum ferritin, Serum Folate, Serum Vitamin D, Serum Vitamin B12, Serum creatinine, Screening blood test for gluten sensitivity, Serum calcium. For all patients

	☐	Urinalysis for protein, blood and glucose

	☐	CXR – for patients with respiratory symptoms

	☐	ECG – completed and reviewed by GP on referral if chest pain/palpitations reported

	☐	Has IHD/PE been excluded?

	☐ Echo
	☐ CT / CTPA
	☐ Sputum sample

	SpO2:      
	BP:       
	RR:      
	[bookmark: Text39]HR:      

	☐ BNP, if heart failure suspected if reports chest pain/palpitations/breathlessness

	☐ Other, please state:      




	
Reason for Referral (Please indicate reason(s) for referral)

	☐ Anosmia
	☐ Low Mood
	☐ Ongoing fatigue
	☐ Swallowing issues

	☐ Anxiety
	☐ Memory/cognitive
	☐ Ongoing SOB
	☐ Tachycardia

	☐ Chest pain
	☐ Mobility Issues
	☐ Palpitations
	☐ Tinnitus

	☐ Dizziness
	☐ Neurological Issues
	☐ Pressure ulcers/skin issues

	☐ Loss of taste
	☐ Ongoing cough
	☐ PTSD
	☐ Weight problems

	
☐ Any other symptoms of concern (e.g. continence, communication, pain, physical strength, sleep issues)? Please specify:      

	Outline of ongoing investigations and treatments used so far.  Diagnoses ruled out so far? 
[bookmark: Text32]     


	Were any of the symptoms above present prior to their COVID illness? 
	☐ Yes / No ☐

	[bookmark: Text33]If yes, please provide details:      

	Is the patient under the care of any other services post COVID-19?
	☐ Yes / No ☐

	If yes, please provide details:      

	Allergies
	     

	Mobility

	Is this patient housebound? ☐ Yes / No ☐

	[bookmark: Text35]What is the patient’s current mobility status?      

	
Please attach a brief summary printout, including medication, to this referral
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