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	Patient Name:  
	Hospital Unit No: 

	Date of Birth:



Age:

Sex: 
	Address:

Patient Tel No:

	CHI Number: 
	

	Registered GP: 
	


	Referring GP:         


(GP Ref No:                 )
	 Practice Tel:  

	Practice Name:                                                          (Ref No:                   )

Practice Address:


	 Practice Fax: 

	
	 E-mail:  


             Direct access tonsillectomy V 1.1_paper/ JD/6/09/07
Date of Referral:      
Please consider the above patient for Direct Access Tonsillectomy.

I confirm:​

1)    FORMCHECKBOX 
  Sore throats are due to tonsillitis (i.e. tonsils are erythematous, oedematous and may have an excudate)

 FORMCHECKBOX 
  Five or more episodes per year.



 FORMCHECKBOX 
   Episodes for at least one year

 FORMCHECKBOX 
  Episodes prevent normal function.

2)    FORMCHECKBOX 
   This patient has been given a tonsillectomy information leaflet.

3)    FORMCHECKBOX 
  Six months of ‘watchful waiting’ has not resulted in significant improvement.
	PAST MEDICAL HISTORY

     



 
	CURRENT MEDICATION 


     



Any other additional relevant information?:       
Signed................................................................................................................... 

Return to: Lauriston Building, Lauriston Place, Edinburgh, EH3 9YW. 

Fax: 0131 536 3757

DIRECT ACCESS TONSILLECTOMY – REFERRAL FORM








