General (non drug) allergy Referral from Secondary Care to Leeds Immunology and Allergy department
Please complete this form with a cover document and/or summary care record with current medications and past medical history.
Internal LTHT referrals, email pdf of this referral to: leedsth-tr.GP-Referrals@nhs.net
External referrals (from any other hospital, not LTHT) email pdf of this referral to;
leedsth-tr.lthtreferrals@nhs.net 
	Patient details
Name
DoB
NHS no
Address
Contact telephone number
	

	Date of referral
	

	Referring clinician and contact details, include named consultant
	



	Reason for referral
	






	Allergy symptoms included (choose from);
· Urticaria (hives)
· Angioedema (swelling), please specify site of swelling
· Wheeze
· Loss of consciousness
· Hypotension
· Diarrhoea
· Vomiting

	

	Was a trigger identified?
	Yes/no
Specify suspected trigger/allergen

	How quickly did the allergy symptoms happen after the exposure to the suspected trigger?
	

	Was treatment given?
	Yes/no
Specify treatment


	If anaphylaxis, was tryptase sent?
	Yes/no

	Any additional information?

	



