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Revision Hip Service Referral Form
This form is for referrals for discussion in the Thames Valley Regional Hip MDT. 
Referring consultant
	Referring consultant details
	Please fill in below

	Name:	

	

	Hospital/surgery address:	

	

	GMC no.

	

	Tel. no. (preferably mobile):

	

	Email:

	


Patient
	Patient details 
	Please fill in below

	First name/names:	

	

	Family name:

	

	Address:

	

	Tel. no.	

	

	Date of birth:

	

	NHS no.

	



	
GP details
Is this patient registered with a GP in England, Scotland or N. Ireland? 	Yes	
	GP details 
	Please fill in below

	GP name:

	

	GP address:

	

	GP tel. no.

	

	Date of birth:

	

	NHS no.

	



Further details
Before we discuss your patient’s case, we require the following information:
Which hip is affected?	 	
Is this a complex primary hip or revision hip? 		
Surgery details
Date of primary operation (mm/yyyy): 

Date of secondary procedures (mm/yyyy): 

Who performed the surgery (consultant’s name): 

Implant type:	

Imaging modality, date (mm/yyyy):	

Imaging result: 	

Clinical details
Past medical history:	
SurgHx:
Dhx:
Physical examination, mobility and current status:	
Relevant blood test results:	
Has the patient had a hip aspiration? Please include the date of the last one:	

Microbiology date and result	Yes (mm/yyyy)	

Histology date and result	Yes (mm/yyyy)	

Working diagnosis and management plan:	
MDT question
MDT question (i.e. do you agree with the proposed plan):	
Other
If revision, RHCC classification: 
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