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	Patient Details
	Referrer Details

	Name
	
	Referring Hospital
	

	Hospital No.
	
	Consultant
	

	NHS No.
	
	Email (mandatory)
	

	Date of Birth
	
	Contact No.
	

	Contact No.
	
	Date of referral
	

	Address
	

	GP and address
	


SUSSEX CARDIAC SARCOIDOSIS CLINIC REFERRAL FORM


	Reason for referral and case summary (please include as much details as possible):

	












	Known Extra-Cardiac Sarcoidosis diagnosis?   YES / NO  (delete)

	How was it diagnosed? (e.g. biopsy, radiological):
	

	Year of diagnosis:   
	



	Relevant past medical history:

	







	Medications (dose and frequency):

	








	Cardiac device and year of implantation (e.g. pacemaker, ICD, CRTP, CRTD, SICD)

	




	Available test results

	Echocardiogram DATE:  
	

	  Summary
	




	Cardiac MRI DATE:
	

	  Summary
	




	FDG-PET-CT DATE:
	

	  Summary
	





PLEASE ENSURE ANY EXTERNAL SCAN IMAGES ARE SENT TO THE UH SUSSEX PACS SYSTEM
	Any other information

	














Please send this form with the eRS referral to the Sussex Cardiac Sarcoidosis Clinic 
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