INSTRUCTIONS ON HOW TO COMPLETE A HOOF FORM CORRECTLY

PLEASE FAX HOOF To:
: AIR LIQUIDE - 0870 8632111

: PATIENTS GP SURGERY
: OXYGEN ASSESSMENT - KGH 01536 491860 or NGH 01604 544317
Air Liquide will reject all HOOFs if the following key information is missing

BOXES1-4
PLEASE COMPLETE
ALL BOXES Home Oxygen Order Form (HOOF)
Reject if missing Part A (Before Oxygen Assessment — Non-Specialist or Temporary Order)
Al fields marked with a **' are mandatary and the HOOF wil be rejected if not completed
- Patient NHS 1. Patient Details
number N N
‘Surname 1.1 WHS Number* 1.7 Permanent address* 1.9 Tel no.
: First name 1.2 Title 1.10 Mobile no.
: Date of Birth —
- Gender 1.3 Sumame® / 2. Carer Details (if applicable)
- Full Address 14Fistname* | ___———] 2.1 Name
- Postcode —t o 22Te no.
- Tel Number 16 Gender O Mele | O Female | 1.8 Postcode* 23 Mablle no. BOX 6
L - o . o q mpl h
: Clinical Code 3. Clinical Details 4, Patient’s Registered GP Information %I’Iov?/iitget €
: GP Practice name - . ‘ . X !
- GP full address 3.1 Clinical Code(s) 4.1 Main Practice name: information
. i 4.2 Practice address:
: gEfec:s;S%dbeer 3.2 Patient on NI/CPAP | O ves | Ono - Ward name,
' 3.3 Paediatric Order Ove ‘D‘m—\> : Ward telephone
/’ number
4.3 Postcade* |4.4Te|ephune no. P - Ward Discharge
5. Assessment Service (Hospital or Clinical Service) 6. Ward Details (if applicably/ Date
BOX 5 £ i . .
.1 Hospital or Clinic Name: 6.1 Name:
Complete the > A’/
following information 5.2 Address 6.2 Tel no.: BOXES 8 -9
) . 1 6.3 Discharge date: i ! PLEASE
. Hospital name, COMPLETE ALL
: Full address Inc 5.3 Postcode: 5.4 Tel no: THE BOXES
postcode 8. Equi ¥ % Reject if missing
' 3 . Equipment 9. Consumables
i TE|Ephone number 7. Order For more than 2 hours/day it is advisable ko select 3 static concenfrator (select one for each eguipment type) . Quantity
Litres / Min Hours / Day Type Quantity Masal Canulae Mask % and Type .required of Static
BOX 7 8.1 Static Concentrator < concentrator or
COMPLETE THE BOX Batk up static cylinder(s] will be supplied as appropriate - Static cyIinder
Reject if missing /V 8.2 Static Cylinder(s) : DO NOT ORDER
A single cylinder will last for approximately Bhrs at 4)/'min k
. ) > BOTH
. Litres/Min 10. Delivery Details* \ :Concentrator
: Hours/Day ) OULD ONLY
10.1 Standard {3 Businass Days | I 10.2 Next {Calendar ] I 10.3 Urgent (4 Hours [m} SH
( ¥e) (Celendar) By gent (4 Hours) BE ORDERED NO
11. Additional Patien fan 12. Clinical Contact (if applicable OTHER OXYGEN
BOX 10 OTHER THAN
Reject if missing 12.1 Name: \ LTOT SHOULD
ek the box which 122Td no. R | 123 mobie no. \ gg ﬁg?%?REEI)DER
applies to patients _%- 13. Declaration* \ \ SHORT BURST
discharge T dedare that the information given an this form for NHS treatment is correct and complete. T understand that if Ngnowingly provide false \

TRY AND AVOID
URGENT REQUESTS
AS THE CHARGE IS
HIGHER

information, [ may be liable to prosecution or civil proceedings. 1 confitm that Tam the registered healthcare professiqnal respansible for the
information provided. I also confirm that the patient has read and signed the Home Oxygen Consent Form.

Mame:

Profession:

Signature:

Date:

Pl

Referred for assessn‘eh\ Oves Do

BOX 13
PLEASE COMPLETE

Fax back no. ar NHS email address fo \rmation / corrections:

14. Clinical Code

AN

: Select if Nasal
canulae or Mask
%

If Canulae and
Mask are required
please request in
Box 11

ALL THE BOXES o0t | Conggor” CODE | Conditon AN

Reject if missing - - —

“Name 1 /'tﬁomc obstructive pulmonary disease (COPD) 12 MNeurodisabiity \ BOX 12

: Signature rrd Pulmanary vascular disease 13 Obstructive sleep apnoea syndrome \ PLEASE

: Profession / 3 Severe chronic asthma 14 Chronic heart failure \ COMPLETE ALL

: Date 4 Interstitial lung disease 15 Paediatric interstitial luing disease THE BOXES

. Referred for . Contact name

oxygen assessment 5 Cystic fibrosis 16 Chronic neonatal lung disease : Contact telephone
] Bronchiectasis (not cystic fibrosis) __» 17 Paediatric cardiac disease number
7 Pulmanary malignancy 18 Cluster headache

B_OX 14 . g Paliative care 19 Other primary respiratory disorder

List of clinical codes, —

choose which code 9 jonary palliative care 20 Other

relates to the patient__J L | Chest wall disease 21 Not knawn

and enter in Box 3.1 1 Neuraruscular disease




