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                    PRIVATE AND CONFIDENTIAL

Varicose Vein Surgery - Secondary Care Prior Approval Application form

The completed PA form with the clear clinical evidence of meeting the criteria to be emailed to ifrsomerset@nhs.net
PART A: THIS PAGE MUST BE COMPLETED 

	PATIENT INFORMATION

	Does this case need to be reviewed urgently due to clinical need? 

If yes, please explain:
	 FORMCHECKBOX 
 YES  

 FORMCHECKBOX 
  NO
	(i.e. What is the window of opportunity/timescale required for optimum treatment?)



	Name
	
	     Male
	 FORMCHECKBOX 

	Female
	 FORMCHECKBOX 


	Address
	
	Post Code  
	

	Date of Birth
	   
	NHS Number
	

	Please tick if the patient does not want to receive communication by letter
	 FORMCHECKBOX 


	Patient Consent: The Patient hereby gives consent for disclosure of information relevant to their case from professionals involved and to the Panel.
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Patient’s BMI if applicable to criteria
	
	Date Recorded by Clinician
	

	Patient’s Smoking Status if applicable to criteria
	

	REFERRER’S INFORMATION

	Name
	

	Address
	
	Post Code  
	

	Telephone
	   
	Email
	

	GP Details (if not referrer)

	Name
	
	Practice
	

	Secondary Care Clinicians:

1.  FORMCHECKBOX 
   I have discussed alternatives to this intervention with the patient where relevant 

            (parent/guardian if appropriate) 
2.  FORMCHECKBOX 
   I have informed the patient this intervention is not routinely funded and discussed the published criteria
3.  FORMCHECKBOX 
   I have attached all the relevant supporting information (e.g. clinical correspondence/photographs)
Clinician Signature:                                                                             Date:   

Print Name:                                                                                           Role/Job Title:




PART B: THIS PAGE MUST BE COMPLETED 
If criteria is not met and you want to apply for funding where there is evidence of 

clinical exceptionally please complete the Generic IFR application form
	The Commissioner will authorise funding approval for varicose vein surgery  for symptomatic primary or symptomatic recurrent varicose vein procedures where there is clinical evidence to support one or more of the criteria below are met: 
1. A documented history of recurrent superficial thrombophlebitis or a single episode of ascending (migratory) thrombophlebitis

2. Spontaneous bleeding (not including spontaneous bruising) 
3. Severe trophic skin changes 

4. Lipodermatosclerosis, atrophie blanche 

5. Extreme Varicose eczema associated with varicose veins
6. Venous leg ulceration with evidence of varicose veins
	YES (   NO (
YES (   NO (
YES (   NO (
YES (   NO (
YES (   NO (
YES (   NO (

	Please enclose the clinical evidence to support the information you have provided 

without the clinical evidence this application will be rejected
Include dates of external bleeding, ulceration and/or superficial recurrent thrombophlebitis (providing clinical letters or clinic notes)



	Date


	Intervention
	Reason for stopping/Response achieved

	
	
	

	
	
	

	
	
	

	Supporting Information
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