


Caldecot Centre  

                                                                                         Department of Sexual Health & HIV[image: image1.wmf]
	HIV POSITIVE PATIENT REFERRAL FORM



	PATIENT DETAILS
	GP DETAILS



	LAST NAME

	REFERRING GP:

	FIRST NAME:
	SURGERY ADDRESS:

	DOB:
	

	TELEPHONE NUMBER:
	

	MOBILE NUMBER:
	TELEPHONE NUMBER:

	EMAIL:

EMAIL:
	FAX NUMBER:

	HOW WOULD PATIENT LIKE TO RECEIVE THEIR APPOINTMENT (TICK ALL THAT APPLY)

( LETTER

( LANDLINE PHONE CALL

( MOBILE PHONE CALL

( EMAIL


	REFERRAL DETAILS:



	PAST MEDICAL HISTORY:

	SIGNIFICANT SOCIAL HISTORY:


	· Email this form to: kch-tr.SexualHealthSecretaries@nhs.net 
· To discuss referrals, contact Dr Elizabeth Hamlyn, Consultant  Physician, tel: 020 3299 4535
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