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Referral to Tissue Viability Form v1.2
ALL COMMUNITY LEG ULCER REFERRALS MUST HAVE A COMPLETED FULL LEG ASSESSMENT FORM SENT TO TV
	Date of referral
	

	Patient’s name
	

	Home address 
	

	Telephone number
	

	Date of birth
	

	NHS number
	

	GP & Practice
	

	Type of wound 
	

	Site of wound & approximate size
	

	Photograph sent (circle)
	

	Current dressing
	

	Reason for referral
	

	Pressure Ulcer Risk (circle)
	  

	Current pressure relieving equipment
	

	Relevant medical history  including drugs
	

	Referred by (circle and specify)
	DN/PN/Nursing home /GP/Community hospital/other
Name Print

	Contact details (specify)
	Ward/ health centre... Email…                                  Convenient call back time.................................

	PLEASE RETURN BY EMAIL/POST/FAX to: Tissue Viability Dept 
	Eastern locality – Post to Franklyn House, Franklyn Drive, Exeter EX2 9HS                     email to rde-tr.Tissueviability@nhs.net    


0
For TV Office Use:   

Date Received…………………………….. Time Received…………………………Received By…………………………………                                                                                                                        
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