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	Direct Oral anticoagulant (DOAC) – GP communication

	1. Patient details (or attach patient sticker)
	2. GP practice details

	Surname
	Name

Address

Tel no:

Fax no:
E-mail:

	First name
	

	DOB:                                             
	Hosp/NHS No
	

	Address:                                               

Postcode:  
	

	Tel no:  
	


Dear GP, the above patient was seen in the anticoagulation clinic on........................

	Indication for anticoagulation
	

	START date of anticoagulation 

(specify if different anticoagulant before DOAC)
	

	Name of DOAC
	

	DOAC dosing regimen
	

	Planned date of dose change: 

(venous thrombosis only) 
	· dose change to be actioned by GP               □ 
· dose change to be actioned by AC clinic     □

	Concurrent antiplatelet therapy  Yes □   No □

(name and dose)
	To be continued □  reason:

Stopped on specialist advice / or as per referral form □

GP to review/seek specialist advice □

	HOSPITAL FOLLOW-UP   □
	TRANSFER OF CARE TO GP    □

	Date for anticoagulation F/U………………...............

Review in a specialist thrombosis/haematology clinic in approximately ........................................
(An appointment date will be sent nearer the time)

STOP date of anticoagulation to be determined after review in anticoagulation/specialist clinic and GP will be informed in writing
	Date first prescription required from GP..........................
Time interval after which patient should arrange first review with GP……………………………………........................... (N.B. frequency of further monitoring as per NCL guidance)
Date for GP to STOP anticoagulation...............................
or Indefinite anticoagulation required   □

	Date
	Hb
	plts
	Creat
	Wt
	CrCL

	

	The patient has been provided with verbal and written information as per NCL counselling checklist.

	Additional comments



	Signed


	Print name
	Designation
	
	Date
	


 Please contact the clinic on the above number if there are any queries or clinical concerns.  Thank you.
Name of anticoagulation clinic


Fax: ………………………….….  Tel: ……………………..


Email:……………………………………………  
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