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NuvoAir UK New Patient Referral

Please fill in this form to refer your patient to the NuvoAir clinical service

Which hospital/GP site are you referring from? *

Does your patient meet ALL of the following eligibility conditions? *
Has a smartphone
Has internet connection or WiFi at home
Has been informed about the purpose of the NuvoAir assessment

Has consented (or a guardian if under the age of 16 on their behalf) to
take part and provide their details to NuvoAir

Understands that should they feel unwell during the assessment, they
should contact their clinical team in the usual way

Patient Name *

First Name Last Name

Patient’s sex at birth *

Please Select
Patient's height (cm)
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ex: 23

What is the patients preferred spoken language?

Patient address (required for shipping) *

House Number or House Name

Street Name

City County

United Kingdom

Post code Country

Patient's email

example@example.com

Patient's Phone Number *

Area Code Phone Number

Patient's Medical History

Brief explanation of the need for the assessment
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Type here...

Brief Medical history

Type here...

Please tick if any of the below apply to the patient:
Has had surgery to the eye, abdomen or chest within the last 6 weeks
Currently has an untreated eye condition
Has had a myocardial infarction or stroke within the last 6 weeks
Has untreated or unstable Angina
Has a current pneumothorax
Has a current pulmonary embolism
Has a current aneurysm (abdominal or cerebral)
Is currently pregnant

Experiences syncope

If you have ticked yes to any of the above, please provide further information
here:

Type here...

Has the patient got a spacer device that is compatible with their inhaler?
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Yes

No

Your name

First Name Last Name

Please sign to confirm the patient has been prescribed Salbutamol and you
consent to the patient completing BDR testing as per the agreed protocol

Clear

Professional role *

Signature *

Clear
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