Allergy, Box 40	Cambridge University Hospitals NHS Foundation Trust
Name:                          DOB:                                    NHS No:
[bookmark: OLE_LINK1]Covid Vaccine Allergy Referral proforma, including Patient Questionnaire
Send completed referral form via eRS: 	Allergy, Clinic 2A, Box 40
	Hills Road, Cambridge CB2 0QQ
	Patient details:

	Surname:  
	NHS No:         

	Forename:
	Date of birth:  

	Address:  
	Preferred Tel:      

	
	Email:

	|_| Communication/understanding difficulties:
	Language of choice: 

	
	

	Referring GP details 

	Name: 
	Surgery email: 

	Sender address: 
	Referral date:  

	Surgery Tel:                     
	GP Signature:



	Please complete this form as fully as possible and include patient Self-reported questionnaire. 

	

	Advice & Guidance Criteria -see CCG flow chart

	

	|_| Systemic allergic reaction including immediate onset anaphylaxis following COVID vaccination
|_| Anaphylaxis to a COVID vaccine excipient eg Polyethylene Glycol (PEG), polysorbate 80 (PS80)
|_| Anaphylaxis to multiple classes of drugs or vaccinations 
|_| Spontaneous or unexplained anaphylaxis occurring after taking a drug containing PEG or vaccine with PS80
|_| Delayed onset (>2 hours) symptoms after vaccination requiring medical attention other than oral anti-histamine
|_| Other clinical concern-please describe 

	

	DO NOT Refer people with:

	

	Chronic urticaria
	Confirmed drug allergy
	Confirmed food allergy
	Mild drug allergic reactions

	Non-allergic reactions (vasovagal episodes, non-urticarial skin reaction or non-specific symptoms)

	

	Suspected Allergen:

	

	[bookmark: _Hlk66340948]Was the suspected allergic reaction after the COVID Vaccine?
	
	
	
	
	

	|_| YES Which vaccine did the patient react to?
	|_|Astra Zeneca  |_| Moderna     |_| Pfizer

	|_| NO Give details of drug, vaccine or excipient and brand name.
	

	Please provide as much detail as possible in the table below

	Year/date of reaction (approx.):
	

	Did the reaction occur with the first dose?
	|_| YES                   |_|NO  

	How long after the suspected allergen did the reaction occur?
	

	Has the patient tolerated any vaccines since the suspected reaction? (If yes, which one(s)?
	

	Has the patient previously tolerated an injectable influenza vaccine? 
If not please give details
	

	

	Suspected Reaction:

	

	Date and Time of the reaction
	

	How quickly did the reaction start after exposure to the suspected allergen?
	

	

	Please categorise the reaction (tick all that apply)

	|_|  Anaphylaxis/cardiac/respiratory compromise
	

	|_|  Rash or swelling distant from the site of injection
	

	|_|  Large local swelling, heat and tenderness at site of injection only
	

	|_|  Patient hospitalised or required adrenaline
	

	Please give additional details including treatment
	

	
	

	Current medications






Please give this form to the patient and ask them to complete and return. It should be attached to the referral
	Patient Self- reported questionnaire on drug reactions and allergies


	

	First Name: 
	
	Surname
	
	Date of birth
	

	
	
	
	
	
	

	NHS number:
	

	

	Have you had an allergic reaction to the COVID-19 vaccine YES |_|  NO |_|

	

	Have you had a reaction to a drug or vaccine in the past?   YES |_|  NO |_|

	Date (if known)

	

	Name of medication/vaccine

	

	Brand name

	

	Type of reaction


	

	
	

	Have you been told that you are allergic to

	Polyethylene glycol (PEG)
	                                                  YES |_|  NO |_|

	Polysorbate
	                                                  YES |_|  NO |_|

	Type of reaction


	

	
	

	Have you had any reactions to cosmetics?                                      YES |_| NO |_|

	Full name of cosmetic
	

	Type of reaction

	

	Have you ever had a flu vaccine?                                                       YES |_| NO |_|

	Did you have a reaction to it? 
	                                                   YES |_| NO |_|

	Type of reaction


	

	
	

	
	

	What medications are you taking? You may need to see your pharmacist for help with this question.

	Name of the medication
	Brand or manufacturer
	Contains PEG or PS80 (Y/N)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	

