Fill all fields to ensure FAX is not rejected by th e oxygen supplier

>
3 day en
rememb
replacen|
need

Home Oxygen Order Form (HOOF) m
Please read the accompanying guidancs notes belore completing this arder form
[1]
Tithe: Gender: M/ F Patlent's addrese (use label where avallable)
Surmame
First name
Drate of Birth:
Patient Tel. Nurnbsr:
Mobile Tel. Mo
Patiant NHES Ma:
Fatiant Hospidal Mo Post Code:
I= iz a Pasdiatnc order? vae[] Nulzr Iz thiz the parmanent home addrass? 'realzr Ma[]
_ {if no please give more defsils in 6 (o ossisd the onpgen sumplier)
Has Pafient consent been obtained ves[V] No[ ] or Sehaol | Work address give additional informatien In 13
Carer's Name
E Carer Tel. Mumber,
Clinical cartact for enquiries {EP prantion o essossmant faam) El
Mamie Hespital addresa and Cose:
Tel: Mo: Fax:
E-mail
E Patient's GPs practce (main branch) addness Foet Goda:
Tei ho: Fax:
E-Mall
PGT fLHB Wame

|E| it thiz is & Holiday Order give sddiional information in 13 below

LONG TERM OXYGEN THERAPY AMBULATORY

/v EMERGENCY ORDER

Duration of
nergency supply —
er to send a second

SHOAT BURST CKYGEM

Litres / minute: Litres / minule: Litrea / minare: -

Hours / day: Hours f day: Hours /day: <2

HNazal cannulas ves[ | Me[ ] Inital twomonths supglyYes[ | Wo[]  Masal cannulas ves[ ] Mo
Mask [ %) Light weight optian Yee[ | Mo Er Mask {24 =)
Humidification ves[ ] MoV

[11] HoSPITAL DISCHARGE ORDER
gency ofder days (max 3 days) is mext day rasponss reguined

¥ee[ ] HMo[]

is 1his temparary prior to stable assessment for LTOT  Yes[_] Mo[]

. Ward %l no. Select
pent HOOF for on going Please complete boxes 7 or 0 for service required. disease/c
[ate of planned asseasmant | order review date code from
Additional Information for the home oxygen service supplier |E| Clindesl |mmmV form and
Clinical code: __ 48 number
on NV ves[] Mo
on CRAP ves[ ] #o[M
Conserving device conira indicaed Er* *|
| conifirm that | am a registersd healthcars professions! t
Signatura Date rin. 44— This ISy
Mame (Frint}: Poestion: or NMC
E-maif; Tel. Mo Fax Mo

Original 1o coygen supplier FAX Mumber..
Pulient's record. It is an offence to talsil

mppeopriate legal aciion, againe! any persons commatting frawd.

s Coples to: PCT | LHE, GP, Trust Clinical Lead for home oxygen,
MHS Counter Fraud Service will pursue all eanctions. including

bndition
back of
nsert

MPORTANT

b tick
bur GMC

humber

FAX to - The oxygen supplier (Supplier will send confirmation FAX)

-PCT
- Keep copy in patient’s records



BOX by BOX how to complete the HOOF

[] [2]

Tile: Gengar M JF Patbent's address {use label where avallabla)

Sumame:

Firgt nams

Data of Birth:

Patient Tel. Mumber

Moibila Tel Mo

PFatient NHS Mo

Fatient Hospital Mo Fost Ciode

Iz thiz a Pasdatnis ordar? vae[ | Mo Ij & thie the pamanent home eddress? veslz/ Ma[]

{if na please give mone details in 6 o assis the oopgen suppiier)

Hes Patlent consant been okiainad ‘I'ESIZ Ma[] or School ! Work address give additional information in 13

Boxes 1 & 2 — straight forward patient details

Remember to tick if paediatric order

Remember to ensure written consent using HOCF and tick YES
Remember to tick home address — if not enter details in box 13

Carer's Name:
|E| Carer Tel. Mumber:
Clinical contact for enguines (3P practics o @ et ]

Mame: Hogpital addraes and Coda

Tal_No: Fax:
E-mall
Patient's (P2 practice (main branch) sodress: s
Tal. Mo: Fan:
E-Mall

PCT /LHE Mame

Boxes 3 & 4 — straight forward prescribers’ details, GP, PCT & hospital info
Remember to give PCT name

[£] INihte bs & Hioliday Order give additional infoemation in 13 below

Box 6 — if holiday order use box 13 to give details — include destination address,
length of holiday and oxygen requirement — a separate HOOF is required for this

Boxes 7, 8 & 9 — are request specific oxygen requirements

e.g. o : . -
9- [7] Lona TERm oxveENTHERAPY  Box 7 — This is for patients who require oxygen for a minimum

Lieras f minue: 2 of 15 hours per day. Data of existing concentrator users will already
Houre / day: >15 have been given to the oxygen supplier. Humidification is not normally
AEEEIE eV ho[] Required on flow of <4L/min.

Mask { o %)

Humidiiication vee [ ] NDE(

e.g. [z] amsuLatory Box 8 — Many patients who have LTOT will have cylinders
Liree / minLte: 2 for ambulatory use or use away from the house — these
Houe / day- < need to be ordered on a HOOF at the same flow rate as concentrator rate

nitial two manih's supply Yes Er Me[ ]
Lignt wealght option ae[ ] NGM



e.g.

e.g.

e.g.

Box 9 — This is for oxygen cylinders for short burst oxygen to relieve

(2] swonT Burst oxveen exertional breathlessness etc.

Litras { minLta: _

Flours £ day: Short burst therapy should be via a Venturi mask normally at 24 —28% for

R ves[] wo[f’ <2 hours/day - be specific with dose — prescribe 24% or 28%, not both.

LEE {24 % The patient should not be deciding the dose of their drug — this could be dangerous

Do not routinely prescribe nasal cannuale for short burst therapy — fast flow though Venturi mask is required to
relieve breathlessness — 24% is normally an ideal dose.

Box 10 — Tick this ONLY if EMERGENCY oxygen is required

This is delivered within 4 hours of request

This is a very expensive request — if required fill out a second HOOF

and FAX at the same time for on-going need  after the 3 day emergency
supply otherwise the supplier will continue to supply EMERGENCY
oxygen at a higher tariff.

EMERGENCY ORDER
Duration of emergancy onder \/ days (max 3 days)

E HOSPITAL DISCHARGE ORDER Box 11 — Primary care do not need to fill this out

[12] Date of planned assessment | order L
Box 12 — date must be stated if patient is awaiting LTOT assessment or when ambulatory 2 months assessment
period ends

Box 13 — use this space to specify whether this is
a concentrator or cylinder patient and to give any

This HOOF replaces the EMERGENCY supply request  other information you feel is required

once 3 days emergency oxygen has elapsed €g
- holiday data
-information about discontinuing EMERGENCY supply

-a modified HOOF

[13] Additional information for the home oxygen service supplier

Clinieal infarmation Box 14 — Select clinical code for reverse of form and enter
Chinical code: _01_
an N ves[] o[’ NIV = Non invasive ventilation
il el =[] 8eM CPAP = Continuous positive airways pressure — both are types of assisted
Caonsaning device conra Indicated Vent”ation

+ IMPORTANT to tick conserving device contraindicated
— secondary care will be prescribing these after the patient has been assessed using them.

If not ticked the patient will receive a conserving device

|E| | contiem thet | am a registered healthcare prolessionsl
Signaiure: Data Pin
Mame (Print) Poaition:
E-maill Tal. Na: Fax Mo
Oviginal fo axygen supplier FAX Numbser. Coples to: PCT / LHB, GP, Trust Clinical Lead for home oxygen,

Patient’s record. it is an offence 1o falsify the details on this form. The HHE Counter Fraud Service will pursue all sanctions, including
appropriate legal action, against any persons committing frawed.

BOX 15 — prescriber details

Prescribers should be GP, Specialist Nurse or registered Nurse Prescriber.

REMEMBER - oxygen can be harmful, even lethal, if administered inappropriately without due care and attention.
If you are uncertain what to prescribe seek specialist advice. PIN number is your GMC, NMC or RCN

registration number

The person prescribing the oxygen completes the HOO F and FAXES itto :
-The new oxygen supply company — who will send confirmatory return FAX
-PCT

-Copy kept in patients notes

-If ordered by secondary care a COPY of HOOF for information only to be sent to surgery for patient records



