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C & W Virtual ARV Clinic Referral Form
	C & W Virtual ARV Clinic Number:
	
      
	*  = Mandatory field


The above number will be allocated on receipt of this referral.
KEY: Abbreviations for ARV medications:

	Abacavir                    ABC

Didanosine                DDI

Emtricitabine             FTC

Lamivudine               3TC

Tenofovir                  TDF
	Zidovudine            ZDV

Efavirenz               EFV

Etravirine               ETR

Nevirapine             NVP

Atazanavir             TAZ
	Darunavir                DRV
Fosamprenavir        FOS

Indinavir                   IDV

Lopinavir/ritonavir    LOP

Nelfinavir                 NFV
	Ritonavir              RTV
Saquinavir           SQV

Tipranavir            TPV

Enfuvirtide           T20


Resistance (please send copies of ALL resistance reports with this form where available) Please note that resistance tests & ARV treatment summaries must be accompanied by Referring Physician’s name and telephone number and the patient’s referring Hospital Medical Record Number.

	* Patient Initials
	 *Date of Referral



	*
 DOB:  ……./..…./……….
	* Male / Female
   
	 *Referring Hospital:

	* Referring Physician:

 *G.M.C. Number:

	

	
	*Telephone Number:

Please indicate if you would like to participate in the discussion by teleconference      Y / N  
Fax Number:

*Email Address                           
                                                          .nhs.uk
                                                               .nhs.net 

	*Referring Hospital Medical Record No.
	*Re-referral              Y/ N
 If Yes please provide ARV Virtual Clinic number 



	 * Reasons for Referral:           ARV naïve to start   O          Established virological failure      O                                                                        

                                                 Drug switch             O          Blip                                              O                                                              

                                                 Restart                    O          Other                                           O
                                                      

	*If ‘Other’ has been selected, please list: 


*Current Status

	 Viral Load                      
	 HIV Clade                

	CD4 Count                     
	 Nadir CD4 Count     

	HLA B*5701 status       
	Tropism:               Date performed: …../…../….


*Current Antiretrovirals  Y / N  (If Yes please enter start date and complete below)      ..…/.…/….
Current ARV therapy:
drug                dose
            drug                 dose             drug                dose                 drug               dose               drug
          dose
                                                                                                                     

	    * Prior ARV therapy:​​​​​​​​​​​​​​​​​​​  Y / N  (If Yes please complete, or send printed ARV treatment summary)

	Combination
	Duration 
	Reason for stopping
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	* Has a viral resistance test been performed on this current regimen?                  Yes / No


	Intolerance/Allergy to ARVs

Y / N – If yes please list 

	Other Current Medications:

	Drug
	Dose
	Dose frequency
	        Drug
	Dose
	Dose Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	 *Relevant past or present medical history:

	Hepatitis B  

	□
	Hyperlipidemia
	□

	Hepatitis C


	□
	High CV risk
	□

	Diabetes
	□
	Other: please describe any relevant medical details
	

	None
	□
	
	

	Other Medical Problems:

	If female is the patient pregnant/trying to become pregnant?
	Y    /    N

	Are there any particular adherence issues?


	Y    /    N

	List any relevant social / employment details:


	Disclaimer:

I understand that any advice I receive from the Chelsea & Westminster Hospital NHS Foundation Trust Virtual ARV Clinic is based on the information I have provided in this referral which I believe to be accurate. 
The Doctors in the Virtual ARV Clinic are offering advice and making recommendations only.  It is the referring Clinician’s decision to proceed with the recommendations of the Clinic.
*I have obtained consent from the patient to refer them to the ARV Virtual Clinic.    □
I verify that I have read and understood the disclaimer.                                             □



Please send to:  
Dr David Asboe St. Stephen’s Centre Chelsea and Westminster Hospital

369 Fulham Road London SW10 9NH 

Email : Beverley.duncan@chelwest.nhs.uk / david.asboe@chelwest.nhs.uk
Telephone number: 
0203 315 6184 
Fax number: 

0203 315 6188
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