BREAST ASYMMETRY/BREAST REDUCTION ASSESSMENT FORM  - September 2013 
The purpose of this form is to determine if your patient is eligible for consideration of NHS funded Breast Asymmetry or Breast Reduction Surgery in line with the eligibility criteria set out in the Commissioning Policy for Cosmetic Procedures (All Ages)

	To Be Completed by Referrer:

	Date


	

	Patient NHS Number


	

	Patient Full Name:


	

	Patient Date of Birth:


	

	Patient Address:


	

	Patient Contact Telephone Number:

Home/Mobile


	

	Procedure:  (circle as necessary)


	Reduction
	Asymmetry

	Patients Height


	

	Patients Current Weight:


	

	Patients BMI:


	

	Clinical Information/Reason for assessment request



	GP Name & Address:




For Internal Use Only:

	Date Received:
	
	

	BMI Confirmed:
	
	

	Patient sent to MPC
	
	

	Scan Date:
	
	


Please Return to:  
IFR Officer, Hawthorn House, Ransom Wood Business Park, Mansfield, Nottingham, NG21 0HJ  Safe Haven Fax:-   01623 673352  

Email: maccg.ifrteam-nottscountyccgs@nhs.net
