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We are a community service for adults and young people of 14 and over with Chronic Fatigue Syndrome / Myalgic Encephalomyelitis (CFS/ME), their families and carers. (The service was previously known as OCCMET)

Based on information from this form and attached medical and medication print-out, our GP with Special Interest will meet your patient and confirm the diagnosis  + provide initial management advice (or provide recommendations if the diagnosis is not CFS/ME). We will then triage and advise them (and you) of the way forward for them. People can be seen at home or close to home.
Treatment options available can be viewed at: http://www.oxfordhealth.nhs.uk/cfs-me
NICE Guidance: https://www.nice.org.uk/guidance/cg53
	Contact Details for the service:

	Postal Address
	Windrush House, Windrush Industrial Estate, Witney, OX29 7DX

	Office Hours
	Mon-Weds 9 - 1.45pm, Thurs 9 - 1.30pm

	Telephone
	01865 903 757
	Fax
	01865 337 540

	Email Address
	Oxfordhealth.CFS@nhs.net


	Patient’s details
	Patient’s background and culture

	Surname
	
	Ethnicity                     
	

	Forename
	
	1st language              
	

	Known As
	
	Interpreter required? Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	DOB
	
	Age
	
	

	Sex
	
	GP Details

	Title
	
	Referring GP: 
	

	Pt Address

Postcode
	
	GP Address
	

	NHS No
	
	GP Tel no:
	

	Hospital No
	
	GP Fax no: 
	

	Home tel 
	
	GP Email
	

	Work tel
	
	Date of ref
	

	Mobile tel
	
	
	

	E-mail
	
	Date ref received
	

	
	
	

	Please indicate patient’s preferred contact number
	Home  FORMCHECKBOX 
    Work  FORMCHECKBOX 
     Mobile  FORMCHECKBOX 



	Diagnostic Features

	Which of the following have been present for

4 months or more for adults or 3 months of more for young people?

	Pathologically sustained disabling fatigue (of definite onset, not life-long)
	 FORMCHECKBOX 


	No clinical evidence of other cause
	 FORMCHECKBOX 


	Neurological & cognitive problems – concentration/memory/information processing
	 FORMCHECKBOX 


	Persistent sore throat
	 FORMCHECKBOX 


	Tender cervical or Axillary lymph nodes
	 FORMCHECKBOX 


	Muscle pain
	 FORMCHECKBOX 


	Pain in several joints without swelling or redness
	 FORMCHECKBOX 


	Headache of a new type, pattern, or severity
	 FORMCHECKBOX 


	Un-refreshing sleep
	 FORMCHECKBOX 


	Post-exertional malaise lasting 24 hours or more
	 FORMCHECKBOX 


	Autonomic nervous system problems – vasomotor/bowel or bladder dysfunction
	 FORMCHECKBOX 


	Neuroendocrine system dysfunction, e.g. loss of thermostasis, emotional lability
	 FORMCHECKBOX 


	Immune system dysfunction – recurrent infection, allergies, food intolerance
	 FORMCHECKBOX 


	Has patient been given a firm diagnosis of CFS
	Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	Diagnosis made by
	
	When
	

	Is there a current referral to any other

specialist in relation to fatigue or pain management?
	 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes – details:      


	Mandatory blood test results prior to referral

	Test
	Automatic Data
	Manual Data Entry

Date and result please

	Hb
	
	

	MCV
	
	

	WBC
	
	

	Lymphocytes
	
	

	ESR
	
	

	CRP
	
	

	Sodium
	
	

	Potassium
	
	

	eGFR
	
	

	Bilirubin
	
	

	Albumin
	
	

	ALT
	
	

	ALP
	
	

	Corrected Calcium
	
	

	Blood glucose
	
	

	(or HbA1c)
	
	

	CPK
	
	

	TSH
	
	

	Urinalysis findings

(most recent only)
	
	

	Coeliac Screen
	
	


	Additional blood tests to consider

(not mandatory, at GP discretion)

	Test
	Automatic Data
	Manual Data Entry

Date and result please

	Free T3
	
	

	Free T4
	
	

	Antibody screening

e.g. Serology for Hep B / C, Lyme disease)
	
	

	Vitamin D level
	
	

	Electrophoresis
	
	

	If microcytosis on FBC: Iron Studies
	
	

	If macrocytosis on FBC: B12+Folate
	
	

	Serum Ferritin
(only relevant for children/adolescents)
	
	

	Phosphate
	
	

	HIV Test

(n.b. OUH do not code outgoing HIV results)
	
	 FORMCHECKBOX 
 HIV +ve

 FORMCHECKBOX 
 HIV test –ve

When: 


	Mental health history

(If patient has a mental health history, please attach reports and/or other relevant documentation)

	 FORMCHECKBOX 
 Current depression
	 FORMCHECKBOX 
 Anxiety

	 FORMCHECKBOX 
 Previous depression
	 FORMCHECKBOX 
 other:      

	Current Mental Health worker
	Name
	

	
	Contact details
	


	Other key background information and reason for referral

	Any relevant personal/family circumstances
	

	Other physical problems and co-morbidity
	

	Other therapies and treatments already received for CFS / ME
	

	What are the patient’s hopes for specialist input?
	

	Reason for Referral
	

	Are there any known risks associated with visiting this person
	 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes – details: 


Medication
Problems
Allergies
Having a problem with this pro forma?  Please email us at OCCG.GPproformas@nhs.net

