PDA referral form
Name____________________________D.o.b______________________




Referring  hospital:




Referring consultant:
Contact at referring hospital, 
name:










number:
Gestation at birth:




Birth weight:
Current corrected gestation:


Current weight:
Recent echo:




Date:







Operator:

Respiratory support and ventilator settings:

Saturations: 

Inotropic support:

Infection issues:


Hb




Date:

WCC




Date:

Plt




Date:


Last blood culture result:

Date:


Antibiotics
yes/no


Details:

Renal function:

NEC:

Intracranial haemorrhage:

Other problems:

Venous and arterial access:

Social issues:
Advise:

Legal guardian must accompany baby to sign consent

Please see guidelines attached and call PICU day before procedure
