[image: image1]
	Anticoagulant Monitoring Service

Referral Form
	Blood Sciences Laboratory
Raigmore Hospital

Old Perth Road, Inverness

Telephone 01463 704210

Fax 01463 705648

www.show.scot.nhs.uk/nhshighland/





Enter GP name here
:__________________________________________________________________
Enter GP address here
:__________________________________________________________________
Enter GP Postcode
:__________________________________________________________________
Dear Anticoagulant Monitoring Service team.
I would be grateful if you would enrol the patient, with the given clinical details below in the Blood Sciences Laboratory’s Postal Anticoagulant Monitoring Service  

Enter Patient name here

:____________________________________________________________

Enter Address/Postcode here
:____________________________________________________________

Enter DOB/CHI name here
:____________________________________________________________


[image: image2.png]



NB: The risks of oral anticoagulation therapy may outweigh the benefits in people with contraindications.















































Reason(s) for anticoagulation: ________________________________________________





New therapy (  Existing therapy (, started……/……/……..





Oral anticoagulant dosing regimen being administered in week prior to latest INR test (if applicable):





Drug name:______________________________





Doses: Mon ……..   Tues ……..   Wed ……..   Thurs ……..    Fri ……..   Sat……..    Sun ……..





Required target INR range: 1.5-2.5 (   2.0-3.0 ( 	2.5-3.5 (     3.0-4.0 (    3.0-4.5 (    Other:__________________





For new therapy give required initial duration: 6 weeks (  3 months (   6 months (  Life* (   Other………………





For ongoing treatment give therapy end date if applicable (* a specific date must be given unless it has been


clearly determined that the patient requires lifelong therapy): ……/……/……..





Please enter any other information relevant to anticoagulation therapy below.


e.g. concomitant medications_________________________________________________________________








The following contraindications to oral anticoagulant therapy are present.		Y  N


1. Pregnancy				( (


2. Ongoing predisposition to haemorrhage	( (


3. Severe hepatic disease			( (


4. Uncontrolled severe hypertension	( (


5. Anti-platelet therapy/NSAIDs		( (


6. Thrombocytopenia < 75 x109/L		( (


7. Recurrent falls				( (


8. Poor diet				( (


9. Confusion/inability to safely comply	


 with therapy				( (





(delete as applicable)


I have confirmed that there are no contraindications to standard intensity therapy and made the prescription below.


or


I have taken account of relative contraindications for oral anticoagulant therapy and made the prescription below:





Print name: 	………………………………


Grade:	        	GP / ST-SpR 





Sign:	………………………………………..


Date:	………………………………………..








Y N
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