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	EMERGENCY INTER-HOSPITAL TRANSFER FORM

This form is for completion by clinical professionals wishing to refer their patients to the Royal Orthopaedic Hospital's on call Team.
Once completed, a copy should be emailed to: The email address given to you by the surgeon. An updated form should be made available to the accepting team a minimum of 2 hours prior to physical patient transfer.  PLEASE AWAIT CONFIRMATION OF ACCEPTANCE FROM THE TEAM AT ROHFT, PRIOR TO ORGANISING PATIENT TRANSFER. 
Please note that if you are emailing from an email account which is not part of NHS.net, you should be aware this is an insecure route and is at your risk. Please advise your patient of this and check they are happy before proceeding.

	Referral for (patient name)
	

	PATIENT DEMOGRAPHICS

	Date of birth
	

	Gender
	

	NHS Number
	

	Address
	

	Postcode
	

	Interpreter required?
	

	If yes, what language?
	

	Patient location (Ward & Hospital)
	

	Present current DIRECT CONTACT NUMBER (or ward and hospital phone number if currently an inpatient)
	

	DIAGNOSIS

	CURRENT DIAGNOSIS
	

	Reason for referral to ROHFT 
	

	Level of urgency (CEPOD)
	□Urgent      □ Emergency

	Current Care level (please tick)
	□ HDU       □ WARD

	Level of mobility prior to hospitalisation 
	

	Is the Patient aware of the diagnosis/referral?
	

	REFERRER INFORMATION

	Name of referrer and Consultant
	

	Job title
	

	Mobile number
	

	Email 1:

(Please clarify who’s email; Consultant, secretary, etc) 
	Email…………………………………………………………………………………..

Owner…………………………………………………………………………………


	Email 2:

(Please clarify who’s email; Consultant, secretary, etc)
	Email…………………………………………………………………………………..

Owner…………………………………………………………………………………

	Organisation
	

	IMAGING

	Date
(MM/YY)
	Modality
(MR/CT/XR/US/NM)
	Body Area & Laterality
	Organisation where imaging performed

	
	
	
	

	
	
	
	

	Images sent by IEP?
	□ Yes       □ No

	Please provide previous imaging reports
	

	IEP transaction number(s)
	

	Other Relevant Clinical information:

Highlight recent changes
	□Pyrexia ___ ◦C   □Cough          □Sore throat      □Nasal Discharge □Vomiting          □Cyanosis      □Shortness of breath  

□Covid-19 screening


	Co-morbidities 

(please include all)
	

	CURRENT PHYSICAL STATE: These must be qualified with a numerical value where applicable.

	Respiratory system
Recent respiratory symptoms:

Respiratory rate: 

Saturations on room air: _____% or on oxygen(litres/minute) if required: ______%

Chest Excursion on deep inspiration: Equal or not. 

Chest Auscultation: Crepitations/wheezes/ Stridor

Is a chest X-ray warranted?

	Cardiovascular system: 
Recent Cardiac symptoms: 

Pulse Rate:       beats/min. Regular/Volume/Character

JVP_______. Capillary refill______________.

Heart sounds______. Additional Sounds_______________________________.

Related Cardiac History/intervention: Angina/MI/CABG/Stents/Pacemaker/ICD
Please provide copy/report of:

Most recent ECG (within 24 hours):

Most recent ECHO (within 3 months where applicable):

Exercise tolerance: (e.g. activity and shortness of breath, MET score, MRC dyspnoea score)



	Genito-urinary system: 
Urine output:

Catheterised?

Recent UTI?

Recent Acute Kidney injury?

Background Kidney disease?



	Central nervous system: Mental state/ level of consciousness Capacity Neurological compromise

Alert?     Orientated?       GCS?
PEARL?

Motor function:

Sensory Function:




	MEWS/PEWS score
	

	Skin Integrity ;

Does the patient have any pressure damage, or skin lesions present that require assessment and or screening for infection.

Please note the location if present. 
	

	Lactate
	

	Anticoagulants: 

Please confirm date of last dose
	Warfarin:

Clopidogrel:

Apixaban:

Dabigatran:                

Rivaroxiban:  

	Current medication:
	

	INFECTION - RISK

	Has the patient been screened for: 
	When
	Results
	Comments

	CPE / CRE (Carbapenemase Producing Enterobacteriaceae)
	
	
	

	(Rectal/Stool swab)
	
	
	

	MRSA 
	
	
	

	MSSA


	
	
	

	Has the patient had a diarrheal illness within the last 48 hours? 
	□ Yes   □ No

(if yes, contact infection control)
	Please provide details:



	Is there a current Norovirus outbreak on the ward?
	□ Yes   □ No

(if yes, contact infection control)
	Please provide details:



	Please tick most appropriate box and give confirmed or suspected organism

	Confirmed risk
	□ Yes   □ No
	Organism:
	

	Confirmed risk 
	□ Yes   □ No
	Organism:
	

	Suspected risk 
	□ Yes   □ No
	Organism:
	

	No known risk
	

	

	BLOODS: Bloods must be provided for suspected primary bone malignant tumours and metastatic bone disease referrals

	Hb
	

	WCC
	

	CRP
	

	Serum ferritin
	

	U+E eGFR
	

	LFT
	

	Clotting
	

	OTHER RELEVANT INFORMATION

	


Referring Consultant Statement
By signing/submitting this statement, I agree to accept this patient back to my hospital under my care for any rehabilitation required once they have received the specialist surgical care/opinion from the Royal Orthopaedic Hospital and they are deemed appropriate for transfer (which may include escalation in care and systemic support.)
	Signature


	Date
	GMC number




