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Tissue Viability Referral Form
	                                               PATIENT  DETAILS

	Patient's Name:
	
	Date of Referral: 
	

	Address & Postcode:
	
	NHS Number:
	

	
	
	D.O.B:
	

	Reason for referral
	

	Present wound treatment
	

	                                              WOUND DETAILS 

	Wound Location 
	

	Pressure Ulcers:
	Multiple Category 2
	Category 3 
	Category 4 
	Unstageable
	Suspected Deep Tissue Injury
	Moisture Associated Skin Damage

	Wound Type (please circle/highlight)
	Negative Pressure Wound Therapy
	Surgical Wound 
	Malignant/Fungating Wound
	Trauma/Skin Tear
	Lymphoedema

	
	Diabetic Foot Ulcer 
	Burn
	Leg Ulcer        
	
	Date of last ABPI: 

	
	
	
	
	
	Left:


	Right:


	Wound dimensions (cm)
	Length
	
	Width
	
	Depth
	

	Wound bed (as a percentage)
	Necrosis/Black
	
	Slough/Yellow
	

	
	Granulation/Red
	
	Epithelialising/Pink
	

	Is the wound infected?
	YES
	NO
	

	Frequency of nurse visit/dressing change
	

	Clinical Image taken and sent to TV Team?
	YES


	NO


	

	                                              REFERRER DETAILS

	Name
	

	Contact No
	

	Team & Base
	


Please email this referral form along with a current wound image 


to: � HYPERLINK "mailto:shropcom.tissueviability@nhs.net" �shropcom.tissueviability@nhs.net�





Please note we will reject all incomplete referrals or referrals with missing information. Once accepted your referral will be triaged in the first instance.








