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Anticoagulant Service Referral Form   (Warfarin or DOAC)
Patient Details:

	Hospital no.
	     
	NHS no.
	     

	Surname
	     
	Forenames
	     

	Previous surname
	     
	Title
	     
	Sex
	

	Date of birth
	     
	
	

	Address

Post Code
	     

	Home tel. no.
	     

	
	
	Work tel. no.
	     

	
	
	Mobile no.
	     



Referral Details:

	Referring clinician
	     
	Preferred clinician 

(if applicable)
	     

	GP Practice/ Ward / Clinic
	     
	New referral? 
	
	Re-referral?
	

	Date of referral
	     
	Date last seen
	     

	Date of consultation
	     
	Dates not available
	     


Communication and Accessibility needs:

	Interpreter required?:
	Yes
	
	No
	
	Wheelchair access required?  
	Yes
	
	No
	

	Language: 
	     
	Learning Disability:  
	 FORMTEXT 

     

	Hearing:
	 FORMTEXT 

     
	Other disability needing consideration: 
	 FORMTEXT 

     

	Vision:
	 FORMTEXT 

     
	
	


	
	Military Service Person
	
	Military Veteran
	
	Member of Military Family


The above patient requires anticoagulation with warfarin for treatment of (please tick):
	Deep vein thrombosis  
	 FORMCHECKBOX 

	Prophylaxis of DVT/PE 
	 FORMCHECKBOX 

	Pulmonary embolism 
	 FORMCHECKBOX 


	Myocardial infarction 
	 FORMCHECKBOX 

	Recurrent DVT/PE 
	 FORMCHECKBOX 

	Transient ischaemic attack 
	 FORMCHECKBOX 


	Prosthetic heart valve 
	 FORMCHECKBOX 

	CABG 
	 FORMCHECKBOX 

	Atrial fibrillation 
	 FORMCHECKBOX 


	Arterial disease 
	 FORMCHECKBOX 

	Other (please describe)      


Proposed duration of treatment is:

	3 months  FORMCHECKBOX 

	6 months  FORMCHECKBOX 

	12 months  FORMCHECKBOX 

	Long term  FORMCHECKBOX 

	Other      


Desired therapeutic range:
	INR 2.0-3.0  FORMCHECKBOX 

	INR 2.5-3.5  FORMCHECKBOX 

	INR 3.0-4.0  FORMCHECKBOX 

	Other 

	Treatment of DVT and PE

Systemic embolism

Prevention of venous thromboembolism after MI

Mitral stenosis with embolism

AF

Transient ischaemic attacks

Xenograft or homograft heart valve replacements 
	Mechanical AVR
Antiphospholipid syndrome
	Recurrent DVT and PE whilst on Warfarin

Mechanical MVR

Arterial disease including MI
	Please state      


	Bleeding Risks
	Clotting Risks

	Liver disease/alcoholism
	 FORMCHECKBOX 

	Previous DVT/PE
	 FORMCHECKBOX 


	Peptic Ulcer
	 FORMCHECKBOX 

	Major surgery within last 12 weeks
	 FORMCHECKBOX 


	Recurrent Falls
	 FORMCHECKBOX 

	Paralysis or immobility
	 FORMCHECKBOX 


	Bleeding history (personal or family)
	 FORMCHECKBOX 

	Family history of VTE or proven thrombophilia
	 FORMCHECKBOX 


	Reduced ability to safely self medicate
	 FORMCHECKBOX 

	Active malignancy/ Chemotherapy
	 FORMCHECKBOX 


	If on Aspirin/Antiplatelet agent should it be stopped?
	Y/N
	Hospital admission within last 12 weeks
	 FORMCHECKBOX 


	If no state why?      
	
	If so why?      
	


Please attach a list of all concomitant medication and past medical history. If already on Warfarin please attach an INR and  dosing history
Further Information:

	     



Medical Problems:
	     



Allergies:

	     



Medication:

	     
	

	
	


Has patient started warfarin?*  Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 


OR 
Is DOAC preferred Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

The referring doctor must supply all patients with a prescription of warfarin 1mg and 3mg tabs
For non-urgent warfarinisation it is preferable to allow the clinic to commence warfarin.
Signed







Date 

Please refer via ERS
For further assistance please contact the Anticoagulant Nurse Practitioners on 01722 429006  
Ver 3.6 July 2022
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