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ADULT CONTINENCE TRIAGE REFERRAL FORM
Complete this form in full to ensure patients are correctly triaged by the continence specialist nurse & physiotherapist

Please refer to the district nurse if the patient is housebound or only requires provision of containment products

	PATIENT
	REFERRER

	Forename
	     
	Name
	     

	Surname
	     
	Address
	     

	Address
	     
	Telephone
	     

	Telephone
	     
	Date of Referral
	     

	DoB
	     
	Signature
	     

	NHS Number
	     
	Does the patient have other specific needs?
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Please specify:      

	Gender
	     
	
	

	Interpreter Required
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	Suitable for group education session?
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	Language
	     
	GP’s Name & Address:
GP’s Telephone Number:

	Ethnicity
	     
	

	Do you have a preference for who the patient sees?
	Continence Nurse  FORMCHECKBOX 

Continence Physio  FORMCHECKBOX 


	EXCLUDE AND OR TREAT PRIOR TO REFERRAL INTO CONTINENCE SERVICE:
	CONSIDERATIONS FOR ADDITIONAL REFERRALS:

	· Persistent microscopic haematuria

· Visible haematuria

· Recurrent or persisting UTI associated with haematuria in women aged 40 yrs or over 

· Suspected pelvic mass

· Prostate enlargement (Men only)
	· Persisting bladder or urethral pain

· Associated faecal incontinence

· Suspected neurological disease

· Symptoms of voiding difficulty

· Suspected urogenital fistulae

· Symptomatic prolapse visible at or below the vaginal introitus

· Palpable bladder on physical examination after voiding

	PRESENTING SYMPTOMS
	Yes
	No
	Please give details

	Urinary urgency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Urinary frequency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Nocturia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Urge urinary incontinence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	e.g. leak with urgency      

	Stress urinary incontinence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	e.g. leak with cough/laugh/run/sneeze      

	Faecal symptoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Constipation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Voiding difficulties
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Pelvic organ prolapse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	e.g. vaginal heaviness      

	Dyspareunia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Men Only – Post prostectomy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	URINALYSIS / MSU (within last month) – it is essential that a UTI is excluded prior to referral

	Date:       /       /      
	Result:      

	ANY OTHER RELEVANT INFORMATION (including investigations / examinations)

	     

	Has this patient received assessment / treatment for this problem before: Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please specify:      

	MEDICATION

	     

	RELEVANT PAST MEDICAL HISTORY

	     

	OFFICE USE ONLY
	Nurse Assessment



 FORMCHECKBOX 


	Date received: 
      /       /      
	Physiotherapy Assessment


 FORMCHECKBOX 


	Date triaged:
      /       /      
	Education Class – then Nurse / PT Assessment
 FORMCHECKBOX 


	Triaged by:
     
	Inappropriate




 FORMCHECKBOX 


	Urgent  FORMCHECKBOX 

Routine  FORMCHECKBOX 

	Other      

	All continence services are available on Choose & Book.


Continence Promotion Service

Central Booking office, Engineers House, St Charles Centre For Health & Wellbeing

 Exmoor Street London W10 6DZ

TEL:  0208 102 5056

Efax-cbo-team@clch.nhs.uk
Email: cbo@nhs.net

