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 Date:……………………………..

Patient Name: …………………………………………………..…..     NHS Number…………………………………….…

Address: ……………………………………………………………………………………….……………………………….…..

………………………………………………………………………………………………….…………………………….……….

Tel. No.: …………………………………………………….                       Date of Birth: ………….……………………..…..

GP Practice: ………………………………………………………………………………………..

GP Phone Number……………………………

	REASON FOR REFERRAL: (management problem: i.e. education, self management, compliance, inhaler technique, breathing control, ongoing support, chest clearance – chest physio)        

	


Please e-mail all referrals to: mft.communityrespiratoryteam@nhs.net 

Phone for advice Mon-Sun 08:00-18:00hrs via UHSM switchboard 0161 998 7070 Aircall CRT.
*Please attach most recent GP Summary and Spirometry result *

	Relevant Medical History & Current Medication Including Smoking History, Oxygen or home nebs etc,  Social Circumstances



	LAST SPIROMETRY RESULTS (Date, FEV1 and FVC): If known
Height:                                              Weight:



GP/Practice Nurse Signature & Print ………
Received on…………….. Date Visited…………………
Community Respiratory Team (CRT) Chronic & Acute


Direct GP Referral


Form








