[image: image1.jpg]NHS

South East Essex



     


PRIMARY CARE TONSILLECTOMY REFERRAL FORM
SURGICAL THRESHOLD CHECKLIST

Patient name:                                       NHS No.:      
DOB:      

Age:      

Tel No.:      
Address:      
GP name/address:      
Please tick all boxes that apply:

Group A
Two or more quinsies







 FORMCHECKBOX 

Obstruction








 FORMCHECKBOX 

Suspected malignancy






 FORMCHECKBOX 

Group B 
Intractable cough with a high level of streptococcal antibody

 FORMCHECKBOX 

Severe halitosis which has been demonstrated to be due to tonsil
crypt debris








 FORMCHECKBOX 

Group C 
Sore throats due to tonsillitis






 FORMCHECKBOX 

Symptoms for at least a year






 FORMCHECKBOX 

Episodes of sore throat are disabling and prevent 

normal functioning







 FORMCHECKBOX 

Group D 
Five or more episodes of tonsillitis per year



 FORMCHECKBOX 

Three or more episodes per year requiring at least a week off 
school/work on each occasion





 FORMCHECKBOX 

Criteria for funding

In line with the PCT’s care and resource utilisation policy: if the patient is aged 12 or under, tonsillectomy will be funded IF:

· One box in group A is ticked, OR
· All boxes from group C AND at least one box from group D are ticked.

If the patient is aged 13 or over, tonsillectomy will be funded IF:

· One box from group A is ticked, OR

· One box from group B is ticked, OR

· All boxes from group C AND at least one box from group D are ticked.

Referrals not meeting the above criteria will be returned to the GP.

Declaration
The information given above is correct to the best of my knowledge.

Signed (GP):            FORMTEXT 

     




Date: 
	Hospital Use Only

	Date Referral Received:




Please send to hospital with or instead of a referral letter via electronic Choose & Book. 
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