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[bookmark: _GoBack]West Kent Pulmonary Rehabilitation referral
Referrals should be sent to: Email: mtw-tr.pulmonaryrehab@nhs.net. Telephone 01892 635770
	

	Where possible, please include the medical summary and full spirometry results


	Inclusion criteria
Confirmed respiratory diagnosis of:

· COPD

· Bronchiectasis

· Interstitial lung disease

· Chronic Asthma (consultant referral only unless obstructive spirometry)

· Pre and post lung resection

· Pre and post lung transplantation

· Pre and post lung volume reduction surgery

· MRC 2-5 

	Exclusion criteria 
· Housebound patients (can only mobilise a short distance within their homes).
· Those undergoing active treatment for cancer or neuromuscular disease)
· Patients where exercise is contraindicated (severe heart failure, MI within previous six weeks, unstable arrhythmias, unstable angina, severe aortic stenosis, unstable diabetes). 
· Severe neurological, orthopaedic or vascular problems, where mobility will limit participation in moderate intensity exercise. 
· Patients with inadequate balance or at high risk of falls who could not be left unattended.
· cognitive impairment preventing group class participation or retention of information/advice given unless they have a carer to support
· Patients who have completed pulmonary rehabilitation in the last 12 months and have had no significant change in their clinical condition. 
· AAA >5.5cm – if under surveillance please provide scan result in the last year.*  

Please note: If the patient has significant cardiac history (including aortic stenosis) please provide recent ECHO report/ any Cardiac correspondence  
 
* If the patient has an Abdominal Aortic Aneurysm (AAA), please provide an up to date CT scan, ultrasound or MRI angiography report from within the last year.  



	Patient details: 

Name: 

	 Respiratory condition: 


	Blood pressure reading within the last 6 months:


	Date of birth: 
	Past Medical History:




	NHS no: 
	

	Address: 
	Function
Current mobility: Independent  ☐ Needs assistance  ☐ 
Walking Aid: 
Approximate distance in meters: 
Number of falls in the past 6 months:

	Postcode: 
	Known to Respiratory Consultant? ☐ YES     ☐ NO
Details: 

	Contact Number: 

GP details: 
	

	
	
Spirometry Date:
FEV1 
FVC 
FEV1/FVC 
If spirometry has been contraindicated and not completed please confirm diagnosis with a copy of radiological findings – either CT or chest X ray 



Has this referral been discussed with the patient and is the patient motivated to embark on a 6-week course of exercise or self-help and is committed to making lifestyle changes? ☐ YES   ☐ NO

	
	Does the patient have any special needs?   ☐ YES    ☐  NO
Hard of hearing: ☐ YES    ☐  NO
Language barrier: ☐ YES   ☐  NO
Requires an interrupter:  ☐ YES     ☐ NO
OTHER:
	Lone working risk?  ☐ YES  ☐  NO
If YES, please specify:



Referrer details: 
Date of referral:
Name:                                                                                                                                     Profession: 
Place of work:                                                                                                                       Tel: 
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