
ERCP/EUS referral form for 
Manchester Royal Infirmary 

Patient Details 
Name  …………………………………………………… 
NHS number  ……………………………………….. 
DOB  …………………………………………………….. 
Address  ………………………………………………. 
    ……………………………………………….. 
    ………………………………………………. 
Patients phone number………………………………                                                                                                                                                                                                       

  HSC/Urgent/Routine 
(please indicate) 

 

Please use secure email account to send completed proforma 
(ie nhs.net account),  Email to: mft.hpb.endoscopy@nhs.net  

Endoscopy Co-ordinator: 0161 701 9600 Vocera service stating 
“Endoscopy Co-ordinator” or 

ERCP Clinical Nurse Specialist – Jill Sibbald   0161 276 1234 
Bleep 9965   

 

Clinical Details/indication 
ERCP                                      EUS 
 
 
 
 
 
 
 
 
 
 
 
 

Imaging details  
 
    USS         EUS         CT         MRCP                                                                                                                                                                  
 
          Previous ERCP 
   *Successful/Failed (*Delete as appropriate) 
Reason for failure………………………………………. 
Findings:……………………………………………………. 
            Previous Pancreatobiliary surgery  Y/N 
Details………………………………………………………          
       

Recent Bloods  Date taken……………………. 
Hb: 
Plt: 
PT: 
APTT: 
 

Bil: 
ALT: 
ALP: 
CRP: 

Medical Details *Please circle 

 
Diabetes  *Y / N 
• Insulin  *Y / N  
IHD/recent MI  *Y / N 
Pacemaker/ICD *Y / N 
COPD/Asthma  *Y / N 
Weight  (>150kg) *Y / N 
 
Infection Control Issues  *Y / N   
(MRSA,CDIFF,CPE etc) Other: ………………………………………. 

Able to consent? *Y / N 
If No –  BIM/MCA/Form 4 required 
Interpreter/Linkworker required  *Y / N 
 
Language:…………………………………………… 
 

 
Hospital  …………………………………………………….. 
Ward/OP  …………………………………………………… 
Ward Phone No:…………………………………………. 
 
Consultant  ………………………………………………… 
Requester details  ……………………………………… 
 
Contact details  ………………………………………….. 
 
Date of referral  ……………………………………….… 
 

Medication/date stopped 
 
Allergies 
Detail:……………………………….. 
Antiplatelets 
Detail:……………………………….Stop date…………… 
Anticoagulants 
Detail:…………………………………… Stop date……………..… 


