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DIRECT ACCESS GASTROSCOPY REFERRAL



	Please fax directly to Outpatient Booking Team on 0161 419 4998

any questions regarding this referral please call Fiona Brennan Nutrition Nurse Specialist on  0161 419 5641

	Patient Details

Name……………………………………………………………………………………

Address………………………………………………………………………………..

…………………………………………………………………………………………….

…………………………………………………………………………………………….

Postcode………………………………………………………………………………

Mobile Tel No:……………………………………………………………………..

Work Tel No:……………………………………………………………………..…

Home Tel No:……………………………………………………………………….

D.O.B:…………………………………………………………………………………..

NHS No:……………………………………………………………………………….


	GP Details

Name………………………………………………………………………………….

Practice……………………………………………………………………………….

Address………………………………………………………………………………

…………………………………………………………………………………………..

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

Tel No:………………………………………………………………………………..

Fax No:……………………………………………………………………………….

	Indications for Gastroscopy D1 & D2 Biopsy
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Positive tTG   

   Result……………………………….Date of sample…………………………………….. (Please ensure patient remains on a gluten rich diet prior to gastroscopy. The hospital will organise an outpatient appointment automatically following procedure to review results)

Relevant Past Medical and Surgical History (including upper GI)

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

Known Allergies/Capacity (if no capacity ensure consent form 4 completed prior to referral)

............................................................................................................................................................................................................................................................................................................................................................................................................

	Current Medication                                                                                                 Risk Factors
                                                                                                                                                        Immunosuppressed                      
                                                                                                                                                        MI within last 3 months                                                                                                                                                                                 None                                      Other                                                                                              Hep B/C/HIV Pos.                       
PPI                                    NSAIDs                               
Clopidogrel                     Warfarin

NOACs                             Aspirin



	Additional Information

PPM                                  Prosthetic Heart Valve               Internal Defibrillator                 Loop Recorder 

Diabetes:                         NIDDM               IDDM
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