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PROCEDURES NOT ROUTINELY COMMISSIONED REFERRAL FORM
Benign Anal Conditions
Date
 __________

	Patient’s name: ………………………………………………………………………...

	Date of birth:  (DD/MM/YY):

	NHS Number:

	Address and post code:


	………………………………………………………………

………………………………………………………………

………………………………………………………………

………………………………………………………………



	Patient’s contact number: ……………………………………………………………...


	GP / referrer
	……………………………………………………………………….

	Practice:

Practice code:
	……………………………………………………………………….

……………………………………………………………………….


Diagnosis and relevant history including conservative management : _____________________________________________________________________________________________________________________________________________________________________________________________ 

Current and past relevant medication: _____________________________________________________________________________________________________________________________________________________________________________________________

Allergies: _______________________________________________________

Referral Criteria 

Note:  referral in cases of diagnostic uncertainty is not restricted
Referral to secondary care for children should only be made if there are any of the following circumstances:  Tick those that apply:

Chronic anal fissures that are:

· Multiple, off the midline, large, or irregular (atypical fissures) should be referred, as these may be the manifestation of underlying disease   FORMCHECKBOX 

· Chronic fissures that have not healed after 8 weeks of treatment with topical GTN or Diltiazem 2% ointment




 FORMCHECKBOX 

· Suspicion of underlying cancer- please use 2WW proforma. For detailed advice on cancer referral see NICE Clinical Guideline 27





Exclusion criteria

Anal Skin tags - Removal of anal skin tags is not routinely commissioned. 

Where exceptional clinical indications exist (e.g. intractable pruritus ani), referral to the CCG’s Individual Funding Request Panel is advised.
If the patient does not meet the above criteria state reason for referral:
__________________________________________________________________________________________________________________________________________________

If patient does not meet referral criteria, has approval via the CCG’s Independent Funding Request Panel been obtained? Tick to confirm  FORMCHECKBOX 

Signed (GP / Referrer) ______________________​​______________________
Name (please print) _______________________________________________
---------------------------------------------------------------------------------------------------------

For Trust usage

Patient listed for surgery:
 Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Comments

______________________________________________________________________
_______________________________________________________________
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