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        Please send/fax completed form to:

KATHARINE HOUSE LYMPHOEDEMA CLINIC
Katharine House Clinic, 150 Weston Road, Stafford ST16 3RU
   Telephone No 01785 270870     Fax No 01785 270830
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This is a nurse led clinic for the assessment and management of patients with chronic swelling.
Patient Details



   
     Next of Kin / Main Carer Details
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Name






     Name







     Relationship
Address





     Address

Postcode





     Postcode
                    
Telephone No.




     Telephone No.

	Mobile                                   
	Mobile


Date of Birth






Marital Status  ……………………………

National Health Service No.
G.P. Details


Referred by  ………………………..          Designation …………………………..
Contact tel no. (if different from above)   ………………………………………………….

Date of referral ………………………..    (for office use date received) …………………

Is the patient mobile   Yes  /    No             Is transport required     Yes  /   No 
Transport Risk Assessment form completed Yes  /  No

Past Medical History:       Hypertension  /   Heart disease   /   Diabetes   /  Thyroid   /   Arthritis        

        Renal failure    /  DVT   /      Vascular disease     /   Lymphorrhoea
Other   ….…………...……………………………………………………………………………..………..

………………………………………………………………………………………………………………

Please give  details of any recent     
Antibiotics ………………………………………...……………….    






Diuretics    .…………………………………………………………

Any known allergies ……………………………………………………………………………………….
Oedema history (including any past or current treatments)        Date of onset ………………………..
  ………………………..………………………………………………………………………………………
………………………………………………………………………………………………………………..

………………………..………………………………………………………………………………………

…………………………..…………………………………………………………………………………....

Is Oedema secondary to Cancer?      Yes    /   No 


Active cancer   Y   /   N
Cancer diagnosis and treatments   …………………………………………………………..……………

………………………………………………………………………………………………………………..

………………………..………………………………………………………………………………………

Site of Oedema             
Arm  R   / L   /  both        Legs   R  /  L  /  both 

Head / Neck    /     Trunk            Other …………………………………..
Do you consider the oedema to be    Mild  /   Moderate  /  Severe  /   Palliative  
Any other information …………………………………………………………………………………….

……………………………………………………………………………………………………………..

………………………..………………………………………………………………………………………

Patients’ Transport Risk Assessment
Assessment undertaken during home visit                                                        □

                                        Or telephone contact                                                    □
Patient Details
	Name

Address

                                                                                           Post Code
Telephone No.



	Contact details in an emergency


Please circle answers

Mobility                         

 Minimal assistance                                                 Use mobility aid  - state

Wheelchair mobile only (Manual/electric)             Independent

Please specify if wheelchair is suitable for minibus use?                 Yes             No

· Seek advice if necessary
Escort Required?     Yes      Registered Nurse      HCA      Volunteer               No

Communication  difficulties               No                      Yes         
	Please specify


	


Housing               House              Bungalow               Flat                 Key safe

Hazards
Any hazards which restrict access to front/rear of property: e.g. steps, porch, furniture, hedges, steep drives or paths

	Please specify


	


Parking  is parking available within easy walking distance of the accommodation?   

                Yes                           No
Further details

Carer/Relative present when collecting/returning patient                               Yes       No

Possibility of driver having to transfer patient from/to within the house?     Yes      No
 Photographs of access taken if access likely to be difficult                             Yes        No
Are there any manual handling devices available in the patients home?     Yes          No
Please specify

Day Care Day                  Monday            Tuesday           Wednesday            Friday

Day/Times transport required

	Problem Identified
	Action Taken

	
	


Assessment completed by……………………………………..Position…………………………
Date………………………………     Time………………………………..

​​​​​​​​​​​​​​​​​​​​​​

	Review Date

	Changes identified


	Action taken




Assessment completed by……………………………………..Position…………………………
Date………………………………….   Time…………………………………
�











�















































Name  ……………………………………………………………………………





Address  …………………………………………………………………………





………………………………………..    Postcode …………………………….





  Tel.   ……………………………….       





District nurse …………………………   Tel.   …………………………………. 








Date of referral ………………………..
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