
 
 
 

Gloucestershire Lymphoedema Service 
REFERRAL FORM 

 
PATIENT DETAILS 
 
Name: ……………………………………………………………………………………………………………………………………….………… 
Address:  ……………………………………………………………………………………………………………………….……………… 
……………………………………………………………………………………………………………………………………………………………. 
Post Code: …………………………. Tel No: ………………………………………………………….………………………………… 
Date Of Birth: ………………………………………………………………………………………………………………………………………. 
General Practitioner: ……………………………………………………………………………………………………………………………. 
Practice Address: ………………………………………………………………………………………………………………………………………. 
……………………………………………………………………………………………………………………………………………………………. 
Gp Telephone Number: ……………………………………………………………………………………………………………………………. 
D/N Involved:  Yes £ No £ 
Consultants: ………………………………………………………………………………………………………………………………………. 
Hospital Number: ………………………………………………………………………………………………………………………………………. 
AREA AND EXTENT OF SWELLING 
 
……………………………………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………………………………... 
DIAGNOSIS AND TREATMENT DETAILS 
(Please state whether the patient has had any surgery, chemotherapy, radiotherapy or hormone therapy) 
 
……………………………………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………………………………... 
LYMPH NODE STATUS 
Axilla Clearance (please state how many nodes removed and status, positive or negative) 
 Level I  £   ……………………………………………………………………………………………. 
 Level II  £ 
 Level III  £   ……………………………………………………………………………………………. 
 
Groin node dissection (please state how many nodes removed and status, positive or negative) 
 
 Left £ Right £  ……………………………………………………………………………………………. 
 
Lymphadenopathy (state region) …………………………………………………………………………………………………………………. 
 
Regional skin involvement   Yes £ No £ 
Local recurrence    Yes £ No £ 
Distant metastases   Yes £ No £ 
 
Lymphorrhoea    Yes £ No £ 
An acute inflammatory episode  Yes £ No £ 

 



 
CURRENT MEDICATION: 
 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
GENERAL MEDICAL HISTORY  (must be completed) 
 
Does The Patient Suffer From Any Of These Listed Below? 
 
Heart Failure     Yes £ No £ 
Peripheral Vascular Disease/Arterial Disease Yes £ No £ 
Deep Venous Thrombosis    Yes £ No £ (How Long Ago? ……………………) 
Chronic Renal Failure    Yes £ No £ (Recent Creatinine?  ………………) 
Chronic Skin Conditions    Yes £ No £ (Please Specify  ……………………) 
Rheumatoid Arthritis    Yes £ No £ 
Diabetes      Yes £ No £ 
Obesity      Yes £ No £ 
Hemiplegia      Yes £ No £ 
Is The Patient Mobile?    Yes £ No £ 
Low Protein (Total Blood Count)   Yes £ No £ (Most Recent Result …………………) 
 
OTHER RELEVANT HISTORY 
 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
PLEASE STATE ANY KNOWN ALLERGIES 
 
……………………………………………………………………………………………………………………………………………………………. 
 
Is the GP/Consultant aware of this referral:  Yes £ No £ 
Referral sent as:   High Priority eg Palliative £ Routine £ Private  £ 
 
REFERRER’S DETAILS 
 
Name:  ………………………………………………………  Designation: ……………………………………….. 
Address:  ………………………………………………………    ………………………………………... 
  ……………………………………………………… 
  ……………………………………………………… 
  ………………………………………………………  Tel. No: …………………………………………………... 
  ………………………………………………………  Date:  ………………………………………... 
Signed:  ……………………………………………………… 
 
FORWARDING ADDRESSES 
 
This referral form is used to refer to the following professionals: 
 
Breast Care Nurses   - Cheltenham General Hospital 
     - Gloucester Royal Hospital 
Anita Hopkins    - Macmillan Lead Lymphoedema Nurse Specialist 
      Wheatstone, 2 North Upton Lane, Barnwood, Gloucester GL4 3TA 


