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	 Trafford Bladder and Bowel Service Referral Form


Our service only accepts referrals for patients with a Trafford GP. 

Please email the completed form to Single Point of Access: tspoa1@nhs.net            
Please note:

1. Urinary tract infection and haematuria should be excluded, when possible, prior to referring patients with urinary incontinence.
2. If patient reports any abnormal bleeding or red flag symptoms, please advise the patient to see their GP.
3. We do not provide absorbent continence products for patients undergoing or awaiting investigation of, or treatment for their incontinence.

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? *
	

	Date of birth
	
	Does the patient live alone, if not please give details:
	

	Patient address & postcode
	
	Any safety/access issues?
	

	NHS number
	
	Preferred language:
	

	Telephone number
	
	Ethnicity:
	

	GP name
	
	Interpreter required:
	

	GP address
	
	Communication difficulties:


	

	GP telephone
	
	Does the pt have a learning disability?

	


Has the patient consented to this referral?       YES / NO
Is the patient end of life/palliative?                    YES / NO
Given birth in the last year?                                  YES/ NO
Reason for referral - please mark the correct boxes:
	
	
	
	

	Urinary Incontinence 

	
	
	Stress urinary incontinence- involuntary leakage on effort
	

	Faecal Incontinence
	
	
	Overactive bladder – urgency, frequency urge incontinence
	

	Bladder Scan
	
	
	Nocturia, nocturnal enuresis- waking to urinate or leaking whilst sleeping
	

	TWOC (Please complete 3 sections below)
	
	
	Voiding dysfunction- incomplete emptying- intermittent steam-post micturition dribble
	

	Date of insertion:
	
	Functional incontinence- incontinence from poor cognition, poor mobility
	

	Reason for insertion:
	
	Other - describe 
	

	
	
	· Please note it patient is using hospital transport they must be accompanied  

	Requested date for removal:


	
	

	Sheath Assessment
	
	


Reason for referral – describe symptoms:

	


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

	


Men only - Patients over 50 with urinary incontinence, it is advised for the GP to perform a routine prostate screening test if the patient consents, which includes an examination of their prostate gland, prostate specific antigen blood test and a routine urine sample test (MSU) prior to a continence assessment.

If you require any further information about the service we provide or would like to discuss this referral please contact SPOA on 0300 323 0303 option 1 with your query. 
