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TRANSIENT ISCHAEMIC ATTACK (TIA) OPEN ACCESS REFERRAL FORM

FOR USE BY GENERAL PRACTITIONERS


Croydon University Hospital NHS Trust TIA OPEN ACCESS CLINIC

REFERRAL FORM (and vital signs data capture form)

Email: mhn-tr.croydonstroke@nhs.net Tel: 07901103092
THIS IS NOW A TELEPHONE CLINIC!!!
Clinic Times: Monday to Fridays 9am – 4pm

Patients who have had a TIA need to be seen within 24 hours of their TIA. They are more likely to have had a TIA if they have the following symptoms:

1. Unilateral Face Arm or Leg weakness

2. Speech disturbance

3. Transient visual loss

The current Coronovirus outbreak has made it necessary to make the following changes in order to minimise infections.

Please Call the above phone number if you are referring during the clinic opening hours.

For out of hours referrals, fill in the form below and email to the email address at the top of the form.
	Referring Clinician


	Referrer Name 
	


	Referring Practice
	
	Date of Referral
	

	Practice Address 
	
	Tel Number
	

	
	
	Fax Number
	 FORMTEXT 


	
	
	
	

	Postcode
	
	
	


	Patient Details

	Name
	 

	Address
	
	NHS Number
	

	
	
	DOB
	

	
	
	Tel No (Home)
	

	
	
	Tel No (Work)
	

	Postcode
	
	Mobile Number
	

	Ethnic Origin
	
	Gender
	

	If Interpreter required what language
	


	Provider details
	Croydon Health Services (formerly Mayday) – Heathfield 1


	Service Specific Referral Information

	Source of referral (please tick): GP  FORMCHECKBOX 
 / A&E  FORMCHECKBOX 
 / MAU  FORMCHECKBOX 
 / Paramedic  FORMCHECKBOX 
 / Other  FORMCHECKBOX 


	Date and time of onset of symptoms:

	date:      / time:      (24h clock)

	Date and time sent directly to Croydon Health Services Rapid Access Clinic or A&E
	date:      / time:      (24h clock)

	Date and time of referral 
	date:      / time:      (24h clock)

	Previous TIAs or Stroke?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	If yes, when and how many?



Continues on page2
	Symptomatology
	

	Face, Arm or Leg weakness
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Speech disturbance
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Visual disturbance
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Other symptoms: 


	


	Current Drug Therapy (list)

	On Aspirin at time of event          Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Other Anti-platelet           Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
                                                                                          Yes/No                                                                                          

	
	On  Warfarin or DOAC    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
                       

	Aspirin contraindicated                Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	Reason for anticoagulant:             

	
	Most recent INR with date (if known):      

	Please start aspirin 300mg od immediately. If aspirin intolerant consider alternative anti-platelet.


	Please tick any known additional risk factors:

	Previous TIA / CVA  
 FORMCHECKBOX 

	IHD 
      FORMCHECKBOX 
                  
	Known carotid disease              FORMCHECKBOX 

	Atrial Fibrillation  FORMCHECKBOX 


	Hypertension 
              FORMCHECKBOX 
       
	Diabetes     FORMCHECKBOX 
                         
	Impaired LV function                 FORMCHECKBOX 

	

	Hyperlipidaemia              FORMCHECKBOX 

	Smoking     FORMCHECKBOX 
                   
	Peripheral Vascular Disease     FORMCHECKBOX 

	


Date: 
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