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North Cheshire and Mersey

NHS Foundation Trust





	Patient’s name:

	Date of Birth:

	Address:


	NHS No:

	Telephone Number:

	

	G.P Name:

	Surgery Address & Telephone Number:



	Referrer name:
Contact details:

	Delivery Company:


	Reason for referral:
Type of Stoma:


	Please fax or email a copy of last six months prescriptions with this referral to:
Email: BCHFT.warringtonstomacareteam@nhs.net
Telephone No: 01925 946348

	 Date:

	Time:


Referral to Warrington Stoma Care Nursing Team











