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Clinical Nurse Specialist Referral Form -CONFIDENTIAL

                                 CNS TEL NO.0203 049 516
                 For Lambeth Southwark and Lewisham clients only
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Family Name: ___________________ 1st Name: __________________________
Date of birth: ________________ __ Gender:  _____________________________
Address: ____________________________________________________________
___________________________________________________________________
Postcode ___________________ Borough of residence ______________________
Telephone No ____________________ Mobile _____________________________
Client consent to referral Yes (   No (
CLIENT CONSENT TO CONTACT:  Letter Y/N       Phone Y/N    Voicemail Y/N     

Client current residency: Hospital (  Home (  Other Specify___________________

Next of kin _________________________Contact No _______________________
Relationship to client __________________
 Aware of Diagnosis? ______________

Immigration status _________________Ethnic Group________________________
Interpreting required:  Y/N Language: ____________________________________

Mental health history: Y/N Please state_______________________________ ____
History of violence Y/N:  Please state______________________________________
Other risk factors: Y/N Please state________________________________________

Medical condition(s) ____________________________________________________

Does the patient have any known infections that may pose an infection control

risk to others? (i.e. current or previous MRSA, Clostridium difficile etc): Y/N
If yes, please state_______________________________________________
	Medication
	Start Date
	
	HIV diagnosis:


	Date

	
	
	
	CD4 on diagnosis:

	
	
	
	Current CD4: 

	
	
	
	VL on diagnosis:

	
	
	
	Current VL:

	
	
	
	PREGNANT Y/N  

EDD:        

C.SECT DATE:

	
	
	

	
	
	


	Professionals involved


	Name
	Contact No
	Aware of Diagnosis Y/N

	GP


	
	
	

	Midwife


	
	
	

	Hospital Consultant


	
	
	

	Social Worker


	
	
	

	District Nurse
	
	
	

	CPN/ Psychiatrist/ Psychologist


	
	
	

	Other professional


	
	
	


Referrer details

Name _____________________________Designation___________________ 

Tel No________________________ Address___________________________

Referral Date____________________

Email: lam-pct.HIVCNSteam@nhs.net
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REASONS FOR REFERRAL TO CLINICAL NURSE SPECIALIST TEAM





  �    Starting Combination Therapy   	                        �    Symptom Control


  �    Adherence issues			                        �    Continuing Care Assessment


  �    Rehabilitation                                                          �    End of life	


  �    Antenatal / Post natal advice & Support


  �    Transitional Care for young people into adult services


  �    Community Needs Assessment


  �    Access to Infant Formula Milk scheme


  �    New HIV diagnosis / Complex health issues


  �   Other  


  �    Additional referral information ______________________________








FOR OFFICE USE ONLY


Referrer Contacted	Y/N      Date _____________   Date of Action ___________________          


Date of Receipt ________________      





We aim to make contact with the client and referrer within 48 hours of receipt.
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