	            REFERRAL FOR ALLERGY TESTING
PLEASE EMAIL THIS COMPLETED FORM AS FOLLOWS 

(incomplete forms will not be processed):

ROUTINE REFERRALS

adultallergy.bartshealth@nhs.net
020 3765 8793 (administrative coordinator)


	Name:

	Date of Referral:



	DOB:

	

	Hospital No: 

	Consultant Name, Specialty, Trust



	Routine/ Urgent (reason):
	

	IP or OP? 
Ward and bed no. if applicable


	Team member making referral & contact details

	Interpretor   required  ?   Y / N

	

	

	History of allergic reactions to  (in order )


	Name of the food/drug/other
	Date of Reaction
	How many doses?
	How soon after last dose 
	Reaction description (rash type, swelling, systemic features)

	1. 
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	Drugs/foods/other needed for further treatment which are required to be tested:



	1.

	2.

	3.

	Is the patient on βBlocker?
	Y/N

Stop βBlockers 24h pre-test, unless on Bisoprolol

	Is the patient on antihistamines?
	Y/N 

Stop antihistamines 48h pre-test

	Is the patient on anticoagulants?


	Y/N

	Is the patient diabetic?


	Y/N

	Does patient have asthma/COPD?
	Y / N 

If Y, latest FEV1/date:

	Other comorbidities


	

	Full list of medication
	

	Is the patient pregnant?


	Y / N / not applicable

	Patient in isolation?


	Y / N


