
Referral Expediting Request Form

 worsening symptoms, or impact on daily life.)

Patient Details

Full Name: _______________________________________________________________
Date of Birth: _____________________________________________________________
Contact Number: __________________________________________________________
NHS/Patient ID (if applicable): ________________________________________________

Referral Details

Specialist/Department Referred To: ____________________________________________
Original Referral Date: _______________________________________________________

Reason for Expedited Referral

(Please explain why you believe your referral should be expedited. Include any changes in                   
your condition), _____________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________

Current Symptoms and Changes

(Describe any new or worsening symptoms since the referral was made.) 
__________________________________________________________________________ 
__________________________________________________________________________

Impact on Daily Activities

(Explain how your condition is affecting your ability to work, care for yourself,                                             
or perform normal activities.) 
___________________________________________________________________________ 
___________________________________________________________________________

Additional Information

(Any supporting details, e.g., recent hospital visits, GP advice, etc.) 
___________________________________________________________________________ 
___________________________________________________________________________

Patient Signature: ____________________________________________________________
Date: ______________________________________________________________________




