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REFERRAL TO THE ANTICOAGULATION SERVICE 

	King George Hospital

Anticoagulation Clinic: OPD Area

( Appointments: 0208 970 8003

Internal: 8003

( Specialist advice: As Above
Fax: As Above


	Queens Hospital

Anticoagulation Clinic: Area 4 Ground floor OPD

( Appointments: 01708 435000

Ext: 3352

( Specialist advice: 01708  435000

Ext:6316

Fax:01708 435063 / Internal:2338


The details given on this referral form are used to calculate a safe dose of anticoagulation for each patient.  It is therefore essential that all sections of this form are completed.  

The anticoagulation clinic will not accept patients for anticoagulation unless all details requested below are supplied in full.

An Anticoagulant Clinic Appointment can only be made  on receipt of this form by fax to the Anticoagulant Clinic. 

PATIENT’S DEMOGRAPHIC INFORMATION

	Surname:


	Mr

Mrs

Miss

Ms
	Hospital No:

-----------------------------------------------------------

NHS Number: 

	Forenames:


	
	Date of 

Admission:

	Address:

                                   Post code:
	Ward:

HOSPITAL:KingGeorge/Queens (Please Circle)

	
	Consultant:

	Tel:
	Date of birth:
	Ambulance Needed YES/NO(Please Circle).

Mobility: Walker/Chair/Escort (Please Circle).

	GP name:
	

	GP address:

Post code:                            DROP:
	

	Telephone number:
	


PATIENT’S CLINICAL INFORMATION

	Reason for Anticoagulation:



	Duration of warfarin


	Months
	Years
	Lifelong
	Target INR

	Additional Medical Conditions: (Please Circle)
LV Dysfunction/ CCF/IHD/Renal Dysfunction/Liver Dysfunction/Hypertension/ Excess Alcohol intake/ Active Cancer/ Family History of Thrombosis.

Previous GI Bleed/ Intracranial Bleed (Please State When)…………………………………………



	Present Medication(To include non non-prescriptive items):


	Aspirin      Y/N

Clopidogrel Y/N

Please indicate whether to stop or continue:………………………



	Last three INR values
	LMWH

Is patient on LMWH?

YES/NO

If yes please state:

Dose:

Date Commenced:
	Referring Consultant:

Requesting Dr:

Bleep No:

Signature:

	Date
	INR
	Dosage
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PREVIOUS ANTICOAGULANT HISTORY (IF APPLICABLE)

Has the patient previously been on Warfarin?
Y / N

If YES please state the reason and dates:………………………………..

Was the recent admission the result of (please tick)   

Surgery             Thrombo-embolic event           Bleeding event 

Other                  If other please specify…………………………………………………….

:

Has the current event required any change in the INR therapeutic range used for this patient:



Y / N

	Previous INR range:
	

	New INR range:
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