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Community Healthy Bladder and Bowel Service Patient Referral
	Please email referral form to : SBU.CommunityHealthyBladderandBowelService@wales.nhs.uk


	

	Patient Name
	
	GP Or Consultant Name 
	

	Address
	
	Address
	

	
	
	
	

	
	
	
	

	Post Code
	
	Post Code
	

	Telephone
	
	Telephone
	

	D.O.B.
	
	Nationality
	

	NHS No.
	
	Preferred Language
	

	Is an interpreter required?

Yes  SHAPE  \* MERGEFORMAT 


                      No   SHAPE  \* MERGEFORMAT 



	Virtual consultation        Yes  SHAPE  \* MERGEFORMAT 


                      No   SHAPE  \* MERGEFORMAT 



Email address:

Family members email address if also joining on call:

	Referrer Details
	

	Name
	
	Designation
	

	Place of Work
	

	Telephone
	
	Date
	

	Reason for referral/ presenting clinical symptoms
Is patient currently under the care of another specialist nurse/ urologist? 

Yes  SHAPE  \* MERGEFORMAT 


                      No  SHAPE  \* MERGEFORMAT 



If yes who?................................................................................................
What nursing advice and interventions have already been attempted?
If the patient is catheterised:

Reason for catheterisation………………………………………………

Has a TWOC been arranged if Y with whom and date……………………………                

if N why not…………………

How does patient wish to receive products? .................................. Which DAC?........................



	Catheter type & Size
	Sheath Type & Size

	Leg Bag
	Flip flow

	Night Drainage 
	Fixation Device

	Is patient housebound?

Yes  SHAPE  \* MERGEFORMAT 


                      No  SHAPE  \* MERGEFORMAT 


   
	Is patient a forces veteran?

Yes  SHAPE  \* MERGEFORMAT 


                      No  SHAPE  \* MERGEFORMAT 


   

	Referral Taken by

NAME :         
	DATE  
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