


	In-Patient / Out Patient Referral to Urology Services
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Greater Glasgow
and Clyde






	Patient Details

	Name:

Address:              

                             AFFIX

                           PATIENT

                                ID

Hospital No:

DOB:
	Ward/Department: …………………………..……………….

Hospital: ……………………………………………………….

Consultant: ………….…………………………………………

Date Admitted: …………………………………………..……



	Case notes available:
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Imaging available:
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Medical Information

	Reason for referral:
	

	Past medical history:
	

	Current medication:
	

	Alerts (Warfarin, diabetic, infection control etc.)
	

	
	Comments

	Relevant investigation carried out prior to referral?


	Residual urine:

PSA:

FBC:

U&Es:

Imaging:
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	

	Urgency

	Review urgent < 6hrs
Review 6 – 12 hrs
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Review within 24hrs               

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 




	Referrer Details

	Name:
	Designation:

	Department:
	Contact Number:

	Signature:
	Date:


Please fax this form to:
Stobhill - 0141 201 3779; GRl  - 0141 211 4464 

GGH/WIG - 0141 211 1045; SGH/VI - 0141 201 2987







(NB Fax not monitored at weekend)
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