INSERT PRACTICE DETAILS

                                                                                                                                                                         

Date

THIS FORM CONSTITUTES AUTHORISATION FROM THE PCT FOR 

A GP TO REFER THE NAMED PATIENT BELOW TO HOSPITAL OUTPATIENTS

This template MUST be returned by the hospital to the referring GP if none of the referral criteria below is ticked “YES”

Re: Name

       Address
       Postcode
       NHS Number

       Telephone Number

Dear 
Medication:

Referral Criteria 

Referral Criteria for Varicose Vein Surgery have been developed by the Bedfordshire and Hertfordshire Priorities Forum (www.bhsha.nhs.uk/prioritiesforum/) Please confirm which apply.

Please confirm which apply.







Yes (tick)

	1. They are bleeding from a varicosity that has eroded the skin

OR
	

	2. They have bled from a varicosity and are at risk of bleeding again

OR
	

	3. They have an ulcer which is progressive and/or painful despite treatment

OR
	

	4. They have an active or healed ulcer and/or progressive skin changes including varicose eczema, lipodermatosclerosis, moderate to severe oedema that may benefit from surgery, or in the opinion of the clinician is at high risk of significant future complications

OR
	

	5. They have recurrent superficial thrombophlebitis

OR
	

	6. They have troublesome symptoms having a severe impact on quality of life, attributable to chronic venous insufficiency.

OR
	


	7. If the problem is mixed arterial venous disease this would also be a specific reason for referral.
	


	If an interpreter is needed, please indicate what language




GP REFERRAL FOR VARICOSE VEIN SURGERY











