AHP LONG COVID SERVICE REFERRAL FORM

	Patients should:  

· Have persisting symptoms following covid-19 infection, lasting more than 12 weeks. 

· Symptoms which are not explained by an alternative diagnosis.  

· Be willing and able to engage 

· Have consented and be aware of this referral. 

· Reside within the boundaries of NHS GG&C 

 

Please exclude any other pathologies linked to presenting symptoms, such as pulmonary embolism, IHD, malignancy & other differential diagnoses prior to referral - long COVID is a diagnosis of exclusion. 

 

We provide brief interventions and supported self-management

	Date of referral:       
	Patient consent:     Yes   FORMCHECKBOX 
                No   FORMCHECKBOX 


	Patient Details

	Title:      
	First name:         
	Surname:        

	CHI:       
Date of birth:                          Age:      
	Sex:       
Ethnicity:      

	Home address:      
     
     
Postcode:      
	Home tel No:       
Mobile tel No:       
E-mail:      

	Preferred language:      
Interpreter required: Yes   FORMCHECKBOX 
                No   FORMCHECKBOX 

If yes,  language needed is:      
Hearing/visual impairment:      
     
	Please detail any specific communication needs:

     
     
     
                                                                                                                                                                                      

	Allergies:  Yes   FORMCHECKBOX 
                No   FORMCHECKBOX 

Details:      
	Smoking status:      
     

	Covid Management

1. Does the patient currently meet the clinical case                        Yes   FORMCHECKBOX 
       No   FORMCHECKBOX 

 definition of Covid-19?   

2. Does the patient have a known positive test for Covid-19?       Yes   FORMCHECKBOX 
       No   FORMCHECKBOX 

If yes, date of test ….      


	Reason for referral (Persistent symptoms associated with long Covid)

     
     
     
                                                                                                                                                                                      


	Long Covid symptoms: 

​​ FORMCHECKBOX 
  Cough                                         FORMCHECKBOX 
  Mobility                                           ​​ FORMCHECKBOX 
  Fatigue  

​​ FORMCHECKBOX 
  Shortness of breath                 FORMCHECKBOX 
  Memory/cognitive issues              FORMCHECKBOX 
  Anxiety

​​ FORMCHECKBOX 
  Dizziness/balance                     FORMCHECKBOX 
  Chest pain                                        FORMCHECKBOX 
  Palpitations

 FORMCHECKBOX 
 MSK pain                                     FORMCHECKBOX 
  neurological issues                         FORMCHECKBOX 
  low mood
 FORMCHECKBOX 
 Other (please detail below) ….      
​​     
     

	Any other relevant information, please outline impact on quality of life, Activities of Daily Living, employment or education 

     
     
     
     

	Is the patient under the care of any other services?        Yes   FORMCHECKBOX 
                No   FORMCHECKBOX 

  FORMCHECKBOX 
  Respiratory        FORMCHECKBOX 
  Cardiology

​  FORMCHECKBOX 
   Haematology  ​  FORMCHECKBOX 
 Mental health     

​  FORMCHECKBOX 
 Other  (details)       
     
	Please provide any relevant clinical information particularly where there are concerns about results? 

e.g. BMI, Ht, Wt, BP, SpO2
     
     
     
     
     

	Past medical history:      
     
     
     
     
	Medication:      
     
     
     
     

	Name of Referrer: ​     
Profession:      
Organisation/Practice Code: ​     
Tel No: ​     
	GP Practice: ​     
GP Practice tel No:      
GP practice code: ​     
GP Practice E-mail Address: ​     

	GP/Referrer Signature:  

     
	Date

     


Please return the referral form to long.covid@ggc.scot.nhs.uk
