[image: image1.jpg]0 Manchester Local
"&s"’ Care Organisation
Leading local care, improving
A M withi v






	 Central Manchester Bladder and Bowel Service Referral Form


Our service only accepts referrals for patients with a Central Manchester GP. 

Please email the completed form to mft.AdultCentral.BladderBowelService@nhs.net
We are based at Levenshulme Health Centre. Direct line: 0161 861 2334                
Please note:

1. We do not provide absorbent continence products for patients undergoing or awaiting investigation of or treatment for their incontinence.
2. Urinary tract infection and haematuria should be excluded, when possible, prior to referring patients with urinary incontinence.
3. Further details, including our exclusion criteria, can be found at: https://www.manchesterlco.org/services/central-manchester-adults-community-services/continence-service-central-manchester
Details of the person making the referral:
	Name
	
	Job Title
	

	Address 
	
	Telephone Number
	

	Date of Referral
	


Patient Details:
	Patient name
	
	Can the patient attend clinic:
	

	Patient address & postcode
	
	If no, any safety/access issues:


	

	Date of birth
	
	Language spoken:
	

	NHS number
	
	Does the patient live alone, if no please give details:
	

	Telephone number
	
	
	

	GP name
	
	Interpreter required:
	

	GP address
	
	Communication difficulties:


	

	GP telephone
	
	Ethnicity:


	


Reason for referral please mark the correct box:
	
	
	

	Urinary Incontinence 
	
	Intermittent Self-Dilatation
	

	Faecal Incontinence
	
	Intermittent Self-Catheterisation
	

	Bladder Scan
	
	Nephrostomy
	

	New Catheter Equipment
	
	Problematic Catheter Review
	

	TWOC (Please complete 2 sections below)
	
	Sheath Assessment
	

	Date of insertion:
	Other
	

	Reason for insertion:
	Palliative Patient
	

	
	End of Life Patient
	


Reason for referral explain symptoms:

	


Medication and Allergies/other medical conditions/any other relevant information:
	


If you wish to request products from the prescription service, please state the products below (this does not include containment pads). Please note that a request for sheath products requires a continence assessment.

	Manufacturer
	Product Name
	Amount

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Dispensing options for prescriptions discussed?      Yes           No        
Please tick box if order is URGENT         
Please state the patient’s delivery company preference:                            

or Pharmacy Address:


