
	URGENT SUSPECTED TUBERCULOSIS REFERRAL FORM 

	

	Chelsea and Westminster NHS Foundation Trust
Please fax referral to :  020 3315 8814
	TB Service
Lower Ground Floor
Chelsea and Westminster NHS Foundation Trust
369 Fulham Road London SW10 9NH

Telephone: 020 3315 2080

                    020 3315 5862

	Patient details
	GP Details

	NHS No:
	Dr:

	Surname:
	
	Address:

	First Name:
	
	

	Age / D.O.B:
	
	Tel:
	Fax:

	Address: 

Postcode:
	Email:

	
	Date of decision to refer:

	Tel day: 
	Tel eve:
	Signature:

	Have you informed the patient that you suspect Tuberculosis?                                             Y / N 

Have you told the patient they will be seen within 2 weeks if suspected pulmonary TB?    Y / N

Has the patient had a previous diagnosis of Tuberculosis?                                                    Y / N                 

	Has the patient previously visited this hospital? Y / N

Hospital number (if known):
	First language:

Interpreter required?
Y / N

	Symptoms and Clinical Findings

	Presenting complaint /New symptoms:


	If Chest X-ray already obtained: 


Chest X-ray done, report not yet received   (
Chest X-ray done, report received   (

Date and report (please fax): 


	Additional Information: Include any investigations arranged or results obtained and any other information you think is relevant.

Continue on a separate sheet if necessary ensuring patient details and referring doctor’s name are on additional sheets


C&W GP referral for suspected TB

