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1.0 INTRODUCTION  
 

A patient or client referral is defined by the World Health Organization (WHO) as a process in 

which a health worker at a one level of the health system, having insufficient resources (drugs, 

equipment, skills) to manage a clinical condition, seeks the assistance of a better or differently 

resourced facility at the same or higher level to assist in, or take over the management of, the 

client’s case. A successful referral is therefore one in which the client or patient received the service 

for which they were referred and the services received are confirmed through a referral feedback 

loop system.  

An effective referral system ensures a close relationship between all levels of the health system and 

helps to ensure people receive the best possible care closest to home. It also assists in making cost-

effective use of tertiary and primary health care services.  

Referral can be vertical as in the hierarchical arrangement of the health services from the lower 

end of the health tier system to the higher ones. It can also be horizontal between similar levels of 

facilities in the interest of patients for cost, location and other reasons. Referrals can also be 

diagonal when a lower level health facility directly refers patients to a tertiary facility without 

necessarily passing through the hierarchical system.  

These guidelines provide the structure, processes, tools and coordination of the Uganda MoH’s 

National Referral System.   

1.1 Organization of the National Referral Guidelines  

The guidelines are organized into the following sections:  

1. Introduction 

2. The Uganda Health System  

3. Rationale for NRS Guidelines (literature) 
4. Review of NRG from Africa Region  
5. Objectives of the Uganda National Referral Guidelines (literature) 
6. Target audience for NRG (literature) 
7. Principles of National Referral System  
8. Referral Practicalities  

a. Referral Networks  
b. Indications for referral  
c. Types of Referral  
d. Who and What can be Referred  
e. Responsibilities in the Referral process  
f. Tools for Referral  
g. Communication and Transport for Referral  
h. Consequences of Not Following Referral Process  

9. Coordination of referral system  
10. Monitoring of referral system  
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2.0 THE UGANDA HEALTH SYSTEM  

2.1 Service Provision  

2.1.1 Infrastructure 

The starting point of the country’s health care provision system is the primary health care. It aims to make 

services accessible and affordable to families and individuals through their participation. Declaration of the 

Alma –Ata International Conference on Primary Health Care 1978, states “Primary Health care is the key 

to attainment of the goal of Health for All” It is based on practical, scientifically sound and socially 

acceptable methods and technologies It forms an integral part of both the country’s health system and the 

community’s overall social and economic development. It provides the community’s first level of contact 

with the national health system. The Ministry of Health (MoH), Uganda operates a decentralized structure 

of health services delivery in line with its second National Health Policy, 2010 (NHP II). The policy is 

implemented through the MoH’s 5-year strategic plans, the most recent being the Health Sector Strategic 

Investment Plan 2010-2015 and Health Sector Development Plan 2015/16 – 2019/20. These guiding 

documents mandate districts and health sub-districts (HSDs) to play a key role in the delivery and 

management of health services at lower levels, while the MoH is responsible for the provision of policy and 

strategic guidance, overall planning for the sector, resource mobilization and development of operational 

tools and processes for implementation of the strategic plans.  

The Uganda health system is organized into six segments – or groupings – of health stakeholders: (i) 

government/public, (ii) development partners and their implementing agencies, (iii) private-not-for-profit 

(PNFP), (iv) private-for-profit (PFP) or private health practitioners (PHPs), (v) civil society, and (vi) 

informal health sector including traditional and complimentary medicine practitioners (TCMP). Both the 

public and private sector provide health services.  

Public health facilities are distributed in a hierarchical manner with primary health care facilities at 

community levels - village health teams (VHTs), health centre (HC) IIs, IIIs and IVs, and tertiary facilities 

at district, regional and national level - general hospitals, regional referral hospitals (RRHs) and national 

referral hospitals (NRHs). HC II is the lowest level of formal health care delivery, staffed by nurse aides 

and qualified nurses. A HC III has provisions for basic laboratory services, maternity care, and inpatient 

care. It is usually staffed by nurse aides, qualified nurses/midwives and clinical officers. A HC IV is the first 

major referral level located at each health sub-district (HSD), roughly the same as each political constituency 

(Ministry of Health, Health Systems 20/20, and Makerere University School of Public Health., 2012) and 

serving a population of about 100,000. It has provisions for an operating theatre, in-patient and 

laboratory services, and is a referral facility for 20-30 HC IIs and HC IIIs under its jurisdiction. 

HC IVs are staffed with nurse aides, qualified nurses, clinical officers and doctors, although the 

majority do not have doctors. The RRH and NRH are semi-autonomous tertiary care institutions. 

PNFP health facilities largely fall into similar categories like those of the public sector, but the 

organizational structure of PHP services in Uganda is not as elaborate or clear as that of the public 

sector and over 90% of the PHP facilities are found in Kampala.  

According to the Hospital and HC IV Census (MoH , 2014), The target for Uganda is to have at 

least a hospital or a level IV primary care facility per 100,000 people. In 2014, this target was met 

i.e., there were 147 hospitals and 188 level IV primary care facilities in Uganda. This represents 

about one hospital/HC IV for 100,000 people. When level IV primary care facilities are excluded, 

the target in Uganda is to have one hospital for 500,000 people. The survey shows that in 2014 

this target was surpassed. Uganda had two hospitals for 500,000 people which is twice as many as 

the number recommended by the MoH. Distribution of the hospitals and level IV primary care 

facilities was fairly even across Uganda although Central Uganda had higher hospital density than 
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the other geographical zones. All districts in Uganda had at least a hospital or a level IV primary 

care facility. A third (32%) of the districts in Uganda did not have a hospital. However most of the 

districts that did not have a hospital were newly created and also had populations way below the 

500,000 target that is required by policy in Uganda to have a hospital. Out of the 290 constituencies 

in the country, 29 do not have HCIVs and the plan is to upgrade existing HCIIIs in these 

constituencies (MoH, 2016).  

2.1.2 Quality of Care  

According to a study that examined patients, reasons for referrals, diagnoses from the referring 

facilities, receiving facilities and the infrastructure requirements for referral (Amone, 2010), there 

were no protocols for referring cases at all points of referral among all RRHs and a representative 

sample of public and private hospitals across the country. More than 50% of the patients referred 

to these facilities travelled for over 40 kilometers to the referral facilities, while only 16.5% used 

the ambulance of the referring facility. The most urgent reason for referral was blood transfusion 

and the most common diagnoses were pregnancy and pregnancy-related complications (20.6%) 

followed by malaria and anaemia.  

A health systems assessment carried out in 2011 reported that the referral system in Uganda is not 

very effective (Ministry of Health, Health Systems 20/20, and Makerere University School of 

Public Health., 2012) with the following major challenges: lack of ambulances, fuel, or both 

prevents patients from quickly transferring from one facility to another in the case of referrals; the 

referral mechanism also faces the challenges of poor road networks or terrain, and lack of referral 

forms, relevant emergency medicines, and supplies including blood for transfusion at the referral 

facility; in addition, people often have to pay for emergency care, and inability to pay for the 

services might delay access to or provision of referred services. A critical challenge for referral is 

the inadequate capacity of the health facilities, especially the Health Center IVs, to handle 

emergency cases such as caesarean sections or blood transfusion. A common practice is that 

patients, particularly those with more money than the average, bypass the lower level facilities, and 

self-refer themselves to whatever higher-level facility they perceive as good for them. This leads 

to congestion of high-level hospitals (like Mulago teaching hospital) with patients with minor 

ailments that could have been treated at lower levels. 

The more recent Hospital and HC IV Census Survey ( (MoH , 2014) confirmed many of these 

earlier findings. The census found that the target to have at least a hospital or a level IV primary 

care facility per 100,000 people was met i.e. in 2014, there were 147 hospitals and 188 level IV 

primary care facilities in Uganda – representing about one hospital/HC IV for 100,000 people. 

There were considerably more hospitals than recommended by MoH: When level IV primary care 

facilities are excluded, the target in Uganda is to have one hospital for 500,000 people. In 2014, 

Uganda had two hospitals for 500,000 people – twice as many as the number recommended by 

the MoH. The distribution of hospitals and level IV primary care facilities was fairly even across 

Uganda although Central Uganda had higher hospital density than the other geographical zone. 

All districts in Uganda had at least a hospital or a level IV primary care facility. A third (32%) of 

the districts in Uganda did not have a hospital. However most of them were newly created and 

also had populations way below the 500,000 target required to have a hospital.  

Specifically, for the referral system, the census survey found that most hospitals and HC IVs (96%) 

indicated that they referred patients to the next higher level. Using the most common mode of 
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transport, the estimated average travel time between a referring health facility (HF) and the next 

higher level referral facility was 77 minutes (median of 50 minutes). The quality of care was 

assessed through the readiness of receiving facilities to offer emergency care as described:  

 Only 5% and 25% of the hospitals/HC IVs were classified as having very good and good 

capacity to offer emergency services, respectively. The rest of the hospitals/HC IVs were 

classified as having moderate (38%), poor (35%) and very poor capacity (5%); 

 Most of the hospitals that indicated that they offered advanced diagnostic and treatment 

services had equipment (89-100%) and trained staff (82-100%) to offer the services;  

 Delivery services were reported available by nearly all the hospitals/HC IVs (98%) that 

were expected to offer them. However, the hospitals/HC IVs that indicated that they 

offered delivery services had only a subset of the items that are particularly important for 

offering the services; with none (0%) of the hospitals/HC IVs having all the items that 

were enquired about during the census and 72% having at least half of the items. On 

average, only 39 (58%) of the 67 items were found in the hospitals/HC IVs. Trained staff 

to provide delivery services was the most commonly available item, with nearly all 

hospitals/HC IVs (99%) having a skilled staff to offer delivery services 24 hours a day 7 

days a week; followed by a delivery bed (98%), sharps container (97%) and disposable latex 

gloves (97%);  

 National guidelines for basic emergency obstetric care (BEmOC) were available in only 

7% of the hospitals/HC IVs; 

 Comprehensive emergency obstetric care (CEmOC) and integrated management of 

pregnancy and childbirth (IMPAC) were among the least available items for offering 

delivery services – available only in 15% and 18% of hospitals/HCIVs respectively; 

 For inpatient care, physician admission notes in patient files were available in only 48% of 

the hospitals/HC IVs and were not available in up to 25% of the hospitals/HC IV; while 

patient progress notes in patient files were available in only 42% of the hospitals/HC IVs 

and were not available in 22% of hospitals/HC IVs; 

 Although only 7% of the hospitals/HC IVs had all the items that are particularly important 

for offering blood transfusion services, at least half of the items were available in 74% of 

the hospitals/HC IVs;  

 Only 36% of the hospitals/HC IVs were classified as having good or very good capacity 

to offer laboratory services. Slightly over half (53%) were classified as having moderate 

capacity and 11% were classified as having poor or very poor capacity; 

 Of the 185 medicines that are considered particularly important for treating the common 

disease conditions in Uganda, none of the hospitals/HC IVs had all of them. Only one in 

five hospitals/HC IVs (22%) had at least half of the medicines. Overall, 35%  

 of the HFs had low capacity, 56% moderate and only 8% had high availability of medicines;   

 97% of the approved positions for all staff categories were filled at hospital and HC IV 

levels with HC IVs having considerably more staff than the target recommended by the 

government.   

2.1.3 Availability of Communication and Transport 

The mid-term review of the HSSIP 2010/11-2014/15 (MoH, 2013) - reported the need to 
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strengthen the referral system by having in place a National Ambulance Service. The following 

year, the MoH initiated the Uganda National Ambulance Services and procured 19 ambulances 

for district hospitals across the country. According to the National Hospital and HC IV Census 

Survey, close to three quarters (72%) of the hospitals/HC IV had a functional ambulance or other 

vehicle that can be used for emergency transportation of patients. Hospitals/HC IVs that indicated 

that they did not have an ambulance had access to an ambulance from nearby hospitals/HC IVs. 

MoH and Kampala City Council Authority commissioned a project in 2016 to inform the 

development of a well-coordinated referral and counter referral system in Kampala City (Sanigest 

Internacional, 2016). In Kampala there are approximately 53 ambulance services (excluding those 

not linked to hospitals), but approximately 17% of them have nonfunctional vehicles, and most of 

them do not have radio communication equipment. In addition, most of the vehicles called 

ambulances do not have the required equipment to provide basic life support (BLS). The project 

proposed that in order to implement adequate emergency medical services which can support 

referral and counter referral system of the MoH facilities’ network, there is an urgent need of 

standardizing the vehicles acting as ambulances in terms of equipment for BLS, radio-

communication equipment and medical supply as well as materials for injuries etc. (MoH, 2016) 

 

With 22,034,837 registered mobile users in the country, Uganda has a tele density of 61.2% 

(Uganda Communications Commission, 2016). This implies a fairly good availability of means of 

communication at individual level. However, the latest Service Availability and Readiness 

Assessment (MoH, 2013) indicates that only 44% of health facilities countrywide have 

communication equipment (telephone or short wave radio).  

According to the current gaps which the national Hospital Census 2014 has revealed, the main 

problem with the health system in Uganda - in addition to the lack of sufficient qualified personnel 

and the adequate mix of skills necessary to ensure accessibility, accountability and quality - is the 

big gap in diagnostic and therapeutic equipment and supply especially at lower levels. 

2.2 Performance Expectations   

2.2.1 Relevant Policies and Guidelines  

Several policy documents underscore the need to strengthen the referral system as a means of 

improving service delivery and/or quality of care. One of the policy strategies of the NHP II is to 

“strengthen a national referral system for primary, secondary and tertiary care.” The NHP II has 

further determined the Uganda Minimum Health Care Package (UNMHCP), consisting of the 

most cost-effective priority healthcare interventions and services addressing the country’s disease 

burden. The UNMHCP has been developed for all levels of the health system for both public and 

private sectors.  

Performance expectations in strategic documents of the MoH and are aligned to the NHP II, the 

National Development Plan and the Local Government Act 1997. The NHP II clearly states that 

it is the intention of the government of Uganda to:  

 Ensure that all relevant levels of the health system carry out their core functions 
effectively and efficiently;  

 Strengthen the District Health System including community healthcare initiatives so that 
both public and private partners jointly carry out their responsibilities;  
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 Support the functionality of Health Sub-Districts (HSDs) which will be responsible for 
management of routine health service delivery at lower levels including, planning and 
management of health services and fostering community involvement in the planning, 
management and delivery of healthcare;  

 Allocate resources for district health services taking into account their needs; and  

 Establish a regional level of administration of health services to serve as a link between 
the national and district health systems.  

 
More specific performance expectations are found in MoH technical guidelines originating from 
its various departments and divisions: 
 
1. The Uganda Clinical Guidelines (MoH, 2016), define which level of health infrastructure should 

provide specific types of care and also what conditions and/or patients/clients should be 
referred to a higher level.  

2. Practical Guidelines for Dispensing at Lower Health Facilities 2014 (MoH, 201)and the Practical 
Guidelines for Dispensing at Higher Level Health Facilities 2015 (MoH, 2015) have been harmonized 
with the Uganda Clinical Guidelines and the Essential Medicine and Health Supplies List for Uganda 
(MoH, 2016). These guidelines outline monographs that specify when a patient is to be referred 
to a higher level and the pre-referral treatment to be given before the patient leaves the 
referring facility. However, the extent to which these guidelines have been disseminated to the 
various level of care is not known.  

3. The Department of Health Information/MoH has developed, trained and disseminated 
Health Management Information System (HMIS) tools for the collection and reporting of key 
data from community to national level. Included in the HMIS manual are referral forms that 
are supposed to be used by all levels for referring or receiving referred patients/clients (see 
Annex I). Additionally, Section 1.2 of the HMIS 105 Form: Health Unit Outpatient Monthly 
Report is for recording all patients referred in and out of the facility.  

4. Other technical guidelines on the management of the common ailments in Uganda are specific 
to communicable and non-communicable diseases covering a wide range of diseases other 
health management topics e.g. malaria, pregnancy, childhood illnesses, trauma, HIV and AIDS, 
nutrition, tuberculosis, safe transport of infectious substances and diagnostic specimens, 
infection prevention, etc. and can be found in the MoH’s e-library at 
http://library.health.go.ug/search/node/guidelines.  They all describe when patients should 
be referred and pre-referral management.  

 
Inherent in all these guidelines is the expectations that health workers and clients adhere to the 

referral discipline. There are no overall referral guidelines that describe the steps to be taken if 

referral expectations are not adhered to, but health workers receive training, supervision and 

mentoring from several sources to reinforce referral practices, namely, district health offices, 

regional referral hospitals, MoH supervision teams and health partners at national and district level.  

 

2.2.2 Supervision and Capacity Building 

The MoH is responsible for the overall stewardship of the health sector, and provision of policy 

and strategic guidance to its stakeholders. The MoH and its affiliated institutions at central level 

e.g. the health professional councils and the National Drug Authority, have the mandate to 

supervise the health sector. In line with the decentralization framework, the MoH has devolved 

responsibility to the districts for them to manage the delivery of health services including 

supervision of services provided by both the public and private sector. Technical supervision is 

http://library.health.go.ug/search/node/guidelines
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provided at all levels of care with each level supervising the level below (note that the supervision 

of the NRH and the RRH remains under the MoH headquarters). However the mid-term 

evaluation of HSSIP reported that support supervision was not sufficiently carried out at all levels 

and although a number of standards and guidelines were developed before and during the HSSIP, 

dissemination to end users remained poor.  

Capacity building of key actors in service provision is guided by the technical departments of the 

MoH and delivered by the MoH, district health offices and health partners.  

 

3.0  REVIEW OF REFERRAL GUIDELINES FROM 

AFRICA REGION 

3.1 Kenya Referral Strategy and Implementation Guidelines  

In collaboration with the Kenya MoH and other relevant stakeholders, MEASURE Evaluation 

supported the finalization of a national referral strategy and the development of referral guidelines 

and tools that were launched in July 2014. These guidelines are meant to guide how the referral 

system operates within facilities, between facilities, and between communities and facilities. The 

referral strategy and guidelines also guide the implementation, management, and performance 

appraisal of the referral system nationally and within the counties.  

The Kenya Health Sector Referral Strategy 2014-2018 (Kenya MoH, 2014) provides the strategic 

alignment of the referral system to the country’s development plan and health policy. The referral 

strategy further defines the implementation priorities as:   

 Establishment of standards of service and care at different levels of care based on the 

Service Norms and Standards for essential health services and   

 Creating public awareness about the rational use of health facilities.  

It further defines the scope of referral services as including the movement of clients, expertise, 

specimen, and client parameters and the referral chain as a 2-way movement from lower level 

primary health care facilities to tertiary facilities and back. The levels of care in the referral chain 

are classified based on the functions of each level of care proposed in the health policy. The 

strategy further defines the following: 

 Requirements for effective referral services  

 Expectations of clients and service providers  

 Client standards  

 Service provider standards  

 Expected organization and management of specimen referral  

 Expected organization and management of client parameters referral 

 Logistics in support of referral 

 Referrals organization and management  

 Management of referrals  

 Implementation framework  
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 M&E of the referral system 

The implementation guidelines for the Kenya Referral Strategy (Kenya MoH, 2014) detail the 

organization and management of the referral system under the following sections:  

 Structure of integrated referral network in Kenya; including the referral chain and 

framework describing the movement of clients, expertise, specimens and client parameters 

within the referral network 

 Indications for referral  

 Roles and responsibilities of the different actors in the referral chain 

 Client referral guidelines 

 Logistics for client movement 

 Guidelines for specimen movement 

 Guidelines for movement of client parameters 

 Guidelines for service movement 

 Coordination of referral at the different levels  

 Monitoring of the referral system  

3.2  Ghana Referral Policy and Guidelines  

The Ghana MoH has developed Policy and Guidelines for Hospital Accident and Emergency 

(A&E) Services (Ghana MoH, 2011) as well as a Referral Policy and Guidelines (Ghana MoH, 

2012). These documents detail the referral process for external, internal and international referrals 

of clients, including communication between providers, transport arrangements, pre-referral 

treatment and handling of medico-legal issues. In addition, since Ghana operates a National Health 

Insurance Scheme, the Referral Policy and Guideline detail how the gatekeeper functions of 

different levels of care apply to different types of patients.  

3.3  Namibia Referral Policy  

The Namibia Ministry of Health and Social Services developed a National Referral Policy (MInistry 

of Health and Social Services, Namibia, 2013) to address these gaps in its health system; non-

existence of a referral policy, inadequate communication, especially feedback from higher levels to 

lower levels of health care and inappropriate and delayed referrals. The policy also addresses the 

need to substantially strengthen the provision of transport for referral, ensure sufficient and 

appropriate skill mix, and ensure availability of adequate and appropriate equipment especially at 

lower level of health care and remote areas.  

The policy details the referral chain, roles and responsibilities of the different levels and actors of 

the health system and strategizes to implement the policy in a phased manner.   

3.4 Synthesis of African Referral Policies and Guidelines 

The various policies and guidelines found in the continent have advised the format of these 

guidelines in particular the content outline. The specific content of each section is however guided 

by the peculiarities of the Ugandan health system context.  
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4.0 OBJECTIVES OF THE NATIONAL REFERRAL 

SYSTEM GUIDELINES 
The Uganda Patients Charter states that “Every person in need of medical care is entitled to impartial access 

to treatment in accordance with regulations, conditions and arrangements obtaining at any given time in the 

government health care system. Should a medical facility be unable to provide treatment to the patient, it shall, to 

the best of their ability, refer him/her to a place where he/she can receive appropriate medical care.” Referral is 

therefore a basic component of the health care delivery system that ensures continuity of care and 

access to the UNMHCP.  

The overall objective of the National Referral System Guidelines (NRG) is to ensure that the 

Uganda population receives the best possible health care in a timely manner closest to their homes 

and that primary health care and tertiary care services are rationalized in a cost-effective manner 

that ensures continuity of care under the UNMHCP. It is hoped the NRG will contribute to the 

improvement of patient outcomes, the reduction of morbidity and mortality, and better 

coordination of health services. The NRG will address these objectives:  

1. Guide the management of referral services within and between public and private health 

facilities in the country in order to improve the health system’s ability to transfer clients, client 

parameters, specimens and expertise between its different levels.  

2. Increase the use of services at lower levels of the health care system and reduce self-referral to 

the higher levels of care thereby reducing congestion at higher levels of care.  

3. Develop service providers’ capacity to adhere to service standards as determined for each level 

of health care.  

4. Develop service providers’ capacity refer appropriately and in a timely manner at each level of 

the health care system.  

5. Improve supportive supervision, thereby ensuring up-to-date management practices in use 

across the country.  

6. Improve performance monitoring and coordination of the referral system.  

7. Improve preparedness and response to emergencies and disasters and provide quality 

emergency care at the point of need.   

8. To raise public awareness of the availability of services and how to access those services 

 

5.0 TARGET AUDIENCE FOR NRS GUIDELINES  
 
This document is prepared for use by the following categories of stakeholders: 

1. Health care providers, both public and private at all levels of the health care system: The 

guidelines give providers at all levels of the health care delivery system an understanding of 

the structure of the system and what services are available at the various levels of health care. 

It provides for understanding of the various referral levels and how patients, client parameters, 

expertise and specimens move up and down the system, and importantly ensuring that the 

system is implemented 

2. Health care administrators and planners: Health care planners and administrators are the policy 

makers and monitors of the system. They are responsible for ensuring that the various 
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components of the system, including transport, infrastructure, equipment, human resources 

and finances are available.  

3. MoH and its various departments; the MoH will monitor the implementation of the system 

through use of referral indicators. Data will be collected and use for improving the system.  

4. Health regulatory authorities: In its duty the health regulatory authorities to monitor the 

adherence of set standards by health care providers and implementation of policies and 

regulations. 

5. The public: Public awareness of the health care service structure and how they can be accessed 

is crucial for directing health seeking behaviour, the choices available and utilization of the 

services. 

6. Medical and nursing training institutions: There is need to include referral and referral 

systems in the curriculum for training of health professionals to ensure understanding of role 

of referral system in setting standards of care and continuum of patient care.  

7. Ambulance service providers.  

8. Other stakeholders: These include owners of the facilities, local government and other 

government departments, civil society organizations and development partners.  

 

6.0 PRINCIPLES OF NATIONAL REFERRAL 

SYSTEM  
These guidelines will be operationalized under these principles that govern Uganda health care 

services: 

1. Services are available at all levels of health care delivery; 

2. Universal access of health services in tandem with the UMHCP  

3. Services provided to the population in an equitable manner; 

4. Services are cost-effective and affordable to all patients and clients; 

5. Active involvement of communities in service delivery; and  

6. Continuous improvement of quality of health care. 

 

7.0 NATIONAL REFERRAL FRAMEWORK  
In Uganda, complex referral networks rather than linear referral networks exist i.e. patients or 

clinical parameters are referred across different levels of service delivery and between public and 

private facilities - see Figure 1.   
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Figure 1: Schematic of Current Referral Networks in Uganda 
 

 
Adapted from Referral System Assessment and Monitoring Toolkit (MEASURE Evaluation, 2013) 

 

The haphazard manner in which referrals currently exist in the country has resulted in inefficiencies 

in the system, in particular overcrowding of tertiary health facilities, where the public perceives the 

personnel, equipment and investigative capacity to be of superior quality. The Uganda Hospital 

Census (MoH , 2014) revealed that the main problem with the health system in Uganda - in 

addition to the lack of sufficient qualified personnel and the adequate mix of skills necessary to 

ensure accessibility, accountability and quality - is the big gap in diagnostic and therapeutic 

equipment and supply especially at lower levels.  

These guidelines outline a new referral chain and flow as detailed in Figure 2. The diagram shows 

a more streamlined flow of referred patients from VHTs to higher level facilities and between 

facilities of the same level. The flow takes into account both public and private health facilities.  

Note that VHTs are not expected to refer to each other, they must refer to higher facilities.  

The referral chain also depicts a pyramid-like structure of the facilities denoting the existence of 

far more abundant lower level primary health care facilities than tertiary level hospitals and a 

corresponding expectation that fewer patients and clients should be seeking care at tertiary facilities 

where there are fewer but higher trained personnel.  With the expected implementation of the 

National Health Insurance Scheme in the near future, the PHC facilities will be made gatekeeper 

facilities for the scheme.   
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Figure 2: Uganda National Health Referral Chain   
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8.0 REFERRAL PRACTICALITIES  

8.1  Types of Referrals  

There are two (2) categories of health system referrals: 

1. External referrals. These are referrals of patients and clients from one facility to another. 

The facility being referred to can be at the same or higher level or sometimes lower level. 

International referrals are a special type of referral as the facility being referred to is 

located outside the country and usually involves more resources to effect.  

2. Internal referral. These are referrals made within the same facility but from one service 

area or department to another. 

8.2 Characteristics of Effective Referral  

Figure 3 depicts the ideal referral chain and flow of clients. An effective referral is one where a 

patient is referred from an initiating facility with proper documentation; there is communication 

from the initiating facility to the referral facility about the patient’s condition and pre-referral 

management; the patient is appropriately received and managed by the receiving facility; and there 

is a counter-referral back to the initiating facility  

Figure 3: Referral System Chain  
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8.3 Indications for Referral  

The reasons for referrals at any level of the health system are usually due to the following 

reasons:   

1. To enable the patient access relevant and appropriate health care  

2. To facilitate the co-management of patients among clinicians  

The following guidelines specify the management of common ailments in Uganda by different 

levels of the health facilities and are to be followed when determining when to refer 

patients/clients:  

1. Uganda Clinical Guidelines (MoH, 2016) 

2. Practical Guidelines for Dispensing at Lower Health Facilities 2014 (MoH, 201)and the 

Practical Guidelines for Dispensing at Higher Level Health Facilities 2015 (MoH, 2015) 

have been harmonized with the Uganda Clinical Guidelines and the Essential Medicine 

and Health Supplies List for Uganda (MoH, 2016) 

3. Other technical guidelines on the management of the common ailments in Uganda 

are specific to communicable and non-communicable diseases 

The MoH through its divisions and departments shall make copies of these guidelines 

available at all levels of the health system and ensure health workers are well oriented to 

their use.  

 

8.4 Who and What can be referred 

 

 Patients/Clients: The actual client seeking an appropriate level of care at which their 

health needs are best addressed. This is the most recognized form of referral service 

expected of the health system, and is what most persons equate to a referral system. 

Adequate investments shall be made in the system to effectively manage movement 

of clients.  

 Expertise: There are some instances when it may be more efficient for movement of 

given expertise or services. This is particularly so for non-emergency management of 

clients. Required expertise in this case could be drawn down either on a regular basis, 

or on an ad hoc basis if feasible. Specific clinics or specialist services can be established 

at a lower level of care. The system of rotation and facilitation of expertise movement 

would be strengthened. 

 Specimens and parameters: There are instances when it is not necessary or feasible 

to physically refer a patient to another facility. In which case the case notes, x-rays, 

specimens and other parameters can be sent to another facility with the required 

expertise to provide advice. 
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8.5 Roles and Responsibilities in the Referral Process 

8.5.1 VHTs 

1. Provide home based health care services  

2. Identify referral needs and refer patients to PHC facilities 

 

8.5.2 General Responsibilities for all Health Facilities  

1. Provide facility and outreach promotive, preventative and rehabilitative health care 

services according to set standards for the level of care 

2. Identify training needs for referral system and conduct in-service training 

3. Collect, analyze, utilize and report relevant health data on referred cases 

4. Provide outreach services to the lower facilities 

5. Plan and budget for the facilities’ needs to effect referral system 

 

8.5.3 Primary Health Care Facilities  

All PHC Facilities  

1. Provide supervisory support services to community based health care activities. 

2. Conduct continuous in service training on referral system 

3. Refer patients and client parameters to the next level of health care according to set 

referral criteria and services needs in the community 

4. Collect laboratory specimen from lower health facilities and perform required tests or 

refer to higher level laboratories (Laboratory Hubs) 

HC IVs 

1. Establish referral directory for all health facilities under their jurisdiction and 

disseminate to lower facilities 

2. Conduct consultative meetings with private health care providers and establish 

referral procedures including air transportation of patients 

3. Manage referred patients appropriately  

4. Refer patients and client parameters to the next level of health care according to set 

referral criteria and services needs  

5. Collect laboratory specimen from lower health facilities and perform required tests or 

refer to higher level laboratories (Laboratory Hubs) 

6. Supervise lower health facilities and community-based services 

7. Identify training needs in referral system for HSD and recommend staff for training 

8. Conduct monitoring and evaluation of referral system 

9. Conduct operational research on the referral system  

 

8.5.4 District Hospitals  

1. Conduct consultative meetings with private health care providers and establish 

referral procedures including air transportation of patients 
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2. Serve as a referral unit for primary health care facilities 

3. Refer patients and client parameters to the next level of health care according to set 

referral criteria and services needs  

4. Perform required laboratory tests or refer to higher level laboratories 

5. Conduct basic pathology procedures  

6. Conduct continuous in-service training on referral system, identify further training 

needs and recommend staff for training 

7. Conduct operational research on the referral system  

 

8.5.5. Regional Referral Hospitals/Private Specialist  

This is the level between the district and national level which provides both secondary and 

tertiary health care. It carries out the following functions: 

1. Conduct consultative meetings with private health care providers and establish 

referral procedures including air transportation of patients 

2. Provide specialized curative services on referred patients/clients 

3. Conduct specialized forensic pathology services 

4. Refer patients, specimen, client parameters to the next level of health care according 

to set referral criteria and services needs  

5. Refer expertise to lower levels of health services (hospitals and HC IVs) 

6. Identify referral system training needs at RRHs and lower facilities and provide training 

(pre and in-service) 

7. Conduct operational and scientific research for service improvement in referral 

system 

 

8.5.6  National Referral Hospitals  

National referral hospitals serve as the highest level of health care in the country, providing 

highly specialized health care services. Their responsibilities include: 

1. Conduct consultative meetings with private health care providers and establish 

referral procedures including air transportation of patients 

2. Provide highly specialized curative services on referred patients/clients 

3. In consultation with other levels of health and social care, sets national norms and 

standards for quality patient care 

4. Provide specialist outreach support services to RRHs (Refer expertise to lower 

facilities) 

5. Provide clinical and practical training for attached students 

6. Conduct specialized forensic pathology services 

7. Conduct scientific and operational research 

8. Refer patients, specimen, client parameters outside the country according to set 

referral criteria and services needs  

9. Refer expertise to lower levels of health services (RRHs, hospitals and HC IVs) 
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10. Monitor, evaluate and review the functioning of the referral system 

 

8.5.7  Specialist Hospitals and Institutions 

These include but are not limited to private hospitals that are specialized in various disciplines 

e.g. Dr. Agarwal’s Eye Hospital, as well as semi-autonomous or autonomous public institutions 

that play a key role in the oversight of specialized health services e.g. Uganda Cancer Institute, 

Uganda Heart Institute, National Tuberculosis Reference Laboratory, the Vector Borne 

Diseases Laboratory, the Uganda Blood Transfusion Services and the Uganda Virus Research 

Institute. Others include The Makerere University College of Health Sciences and Mbarara 

University of Science and Technology histopathology and cytopathology departments, Joint 

Clinical Research Centre (JCRC).  

In collaboration with the relevant departments of MoH, they will: 

1. Provide reference and specialized services to support both clinical and public health 

programs  

2. Refer patients, specimen, client parameters outside the country according to set 

referral criteria and services needs  

3. Refer expertise to lower levels of health services (National referral hospitals, RRHs, 

hospitals and HC IVs) 

4. Develop policies, guidelines and standards on patient care for specialist services  

5. Monitor and evaluate specialist services 

6. Mobilize resources for specialist services 

7. Supervise specialist quality assurance and control 

8. Participate in operational and scientific research on the referral system  

 

8.5.8 Ministry of Health  

1. Develop the overall referral policy, referral strategy, referral guidelines, and standard 

operating procedures (SOPs) for referrals.  

2. Support the dissemination and training of health workers on the referral guidelines 

and referral Standard Operations Procedures.  

3. Design and disseminate standard referral tools, such referral forms and registers.  

4. Provide technical assistance and build capacity to strengthen the referral system at all 

levels of the health system.  

5. Undertake overall performance monitoring of the referral system at all levels of the 

health system.  

6. Perform needs assessments regarding health technology, (diagnostic and 

therapeutic), human resources, and other resources required for the adequate 

functioning of the referral system.  

7. Provide Licensing for the health facilities (Public & Private including the for-profit and 

the Non-for profit).  
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8. Provide accreditation of health professionals including nurses, allied health 

professionals, general practitioners and specialists.  

 

8.5.9 Medical, Nursing and Allied Health Training Institutions  

1. Incorporate referral system and EMS into curricula 

2. Train students on referral system and emergency medical services  

 

8.5.10 Medical, Nursing and Midwifery, and Allied Health Professional Councils 

1. Ensure personnel at different levels of health care system adhere to professional 

standards regarding referral of patients/clients  

2. Ensure relevant regulation/legislation is in place to enforce adherence. 

 

8.5.11 Patients/Clients 

Having given the patient adequate and clear indications for referral, the patient or the 

patient’s next of kin should be responsible for the following actions:  

1. Provide consent for referral. Patients or next of kin who refuse consent for a referral 

or transfer should sign a form indicating that they are acting against medical advice.  

2. Facilitate the referral.  

3. Assume responsibility for the security of the patient’s belongings.  

4. Consent to be transferred back to the initiating facility after treatment or to any other 

appropriate facility.  

 

8.5.12 Referring Clinicians  

1. Know what, whom, when, and where to refer as guided by the Uganda Clinical 

Guidelines 2016, and the directory of health services  

2. If possible, inform the receiving clinician/facility of the referral ahead of time 

3. Maintain a referral directory for the catchment area and avail to staff 

4. Complete the standard referral form (refer to Annex III) with all the necessary 

information and relevant documentation.  

5. Explain to the patient the need for referral, reasons for choice of doctor or facility, 

preparation, expected cost, and possible outcome of referral  

6. Answer queries from the receiving facility about the referral 

7. Ensure counselling of the patients on the need for referral and maintenance of 

confidentiality.  

8. Obtain informed consent from the patient being referred.  
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8.5.13 Referring Facilities  

1. Perform continuous monitoring of the process of referral in the facility, and 

implement corrective measures if necessary  

2. Ensure that staff members are adequately trained on the referral process.  

3. Ensure the continuous supply of standardized referral forms and registers to its health 

workers 

4. Maintain an updated referral directory for the catchment area and avail to staff  

5. Maintain a register of all referrals  

6. Develop and maintain mechanisms to track referrals in and out of the facility.  

7. Ensure the availability of transportation for emergency referrals (or active and 

permanent link with the ambulance services available in catchment area)  

8. Assign a referral coordinator with clear roles and responsibilities 

 

8.5.14 Receiving Clinicians  

1. Respond promptly to referral consultation requests  

2. Adequately prepare to receive the referrals and provide appropriate management.  

3. Attend to referred patients, specimens or parameters regardless of socio-economic 

status or referring facility  

4. Provide referred patients/clients with appropriate health care and document all 

actions taken 

5. Provide feedback with all required information and recommendations to the referring 

health facility and the patient using telephone communication and counter referral 

form  

6. Communicate adequately with the patient or the patient’s family on management 

given and further management options.  

7. Work with the patient to determine subsequent care and treatment needed.  

 

8.5.15 Receiving Facilities  

1. Continuously monitor the facility’s referral processes to identify gaps and strengths 

and put in place corrective measures where necessary 

2. Assign a referral coordinator with clear roles and responsibilities 

3. Ensure that staff members are adequately trained on the referral process 

4. Ensure that there is a continuous supply of registers and forms to record referrals 

5. Provide  education to patients on the referral processes and appropriate referral 

behavior 

6. Maintain an updated referral directory for the catchment area and avail to staff  

7. Ensure that referred patients are seen by appropriate health workers and are given 

appropriate services 

8. Ensure that all investigations and documents accompanying the referred patient 

protect patients from unnecessary or additional costs 
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9. Ensure that all prescheduled referrals are processed without undue delay 

10. Develop and maintain a mechanism to track referrals in and out of the facility 

11. Complete counter referral forms and provide feedback on referred patients to the 

referring facility 

 

8.5.16 Ambulance Services  

1. Establish and coordinate ambulance services at designated urban centres and at each 

district 

2. Respond to emergency medical situations and transport patients and clients to 

appropriate health facilities in a timely manner  

3. Continually train and build capacity of ambulance staff in EMS  

8.6 Tools for Referral  

1. The referral process demands the use of standardized tools for proper documentation 

of patients’ management details as well as clear communication to the referral facility 

(see Figure 1).  

2. The template of the referral tool (Annex III) will be used by the initiating and receiving 

facilities for documenting patients’ management details. The template in Annex IV will 

be used for registering all patients referred in and out of facilities.   

 

8.7 Communication and Transport for Referral  

TBD after RSA report 

8.8 Consequences of not following the Referral Process  

TBD after RSA report 

 

9.0 COORDINATION OF THE NATIONAL 

REFERRAL SYSTEM  
 
TBD after RSA report 

 

10.0 MONITORING OF NATIONAL REFERRAL 

SYSTEM   
TBD after RSA report 
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Annex I: Current HMIS Form 032: Referral Note  

 

DESCRIPTION AND INSTRUCTIONS  
 

Objective: Used when a patient or client is being referred for further management to a higher-level 

health Centre.  

 

Timing: Every moment there is need to refer a patient from one health unit to another, for further 

treatment  

 

Copies: Two or Three - The original must go with the patient/client and should be returned by the 

accompanying health worker/patient to the health unit after treatment at the referred unit. If the 

hospital wants to keep a copy, a second copy is sent with the patient. If the health unit wants to keep 

a copy, a third copy is made.  

 

Responsibility: Clinician/nurse at health unit of first contact and at referral point  

 

Note: In hospitals and facilities that still charge user fees, referred patients should be treated at 

reduced rates. The reduced rates should be well publicized in order to give patients an incentive to 

utilize first line health units first, and to produce the necessary information at the referred site and 

upon return.  

 

PROCEDURE:  
 

1. The REFERRAL NOTE is used for Outpatient, Inpatient, Family Planning, ANC, and Maternity 

patients /clients.  

2. The health unit of first contact fills the top section.  

3. The referral site fills the bottom section.  

4. Under Remarks, the clinician at the referral site can indicate such things as how accurate the original 

diagnosis was, whether referral was justified, whether the emergency treatment strategy could be 

improved.  

5. All returned REFERRAL Notes are kept in a special file in the department. The information from the 

higher-level health unit should be discussed at staff meetings and supervision. 

6. In order to monitor the referrals made, preferably a separate file of the copies of the REFERRAL 

NOTE is kept. Alternatively, a simple list (see example below using the  

GENERAL SUMMARY FORM) of the issued REFERRAL NOTES is kept. Using the copies or 

the list, the health unit should monitor the rate of return of referred patients.  

 

GENERAL SUMMARY FORM  

Description: Referrals from (enter name of Department or health unit)  

 

7. The easiest way to return the REFERRAL NOTE to the health unit, especially if the patient has to 

return to the health unit for continued treatment, is to give it to the patient asking him to return it to 

the health unit. If this system doesn’t work, the DHT can decide alternative solutions, e.g. during 

supervision visits to collect and return the REFERRAL NOTES.  

 
REF(1)  No.(2)  DATE (3)  PATIENT

/  

CLIENT 

No (4)  

REASON  

FOR 

REFERRA

L (5)  

REFERRE

D  

TO (6)  

DATE 

RETURN

ED (7)  

REMARK

S  
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8. Clinicians at the referral level should be convinced of the importance of this feedback for both the 

health units and the supervisors. Knowing that the initial diagnosis and treatment were correct is 

confidence building for the clinicians working often in isolation in the rural lower level health units. 

Knowing the deficiencies in initial diagnosis or treatment are important for the supervisor who can 

use the information for on the job training, for selection of issues where staff need additional training, 

to decide changes in guidelines, etc.  
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Annex II: Current HMIS Form 032: Referral Note  

Date of Referral:   

TO   

FROM: Health Unit Referral number:   

REFERENCE: Patient name:                    Patient number  

Age:   Sex:   Date of first visit:  

Please attend to the above person who we are referring to your health unit for further action.  

History and Symptoms:  

Investigations done:  

 

Diagnosis:  

Treatment given:  

 

Reason for referral:  

 

Please complete this note on discharge and send it back to our unit  

Name of clinician:    Telephone contact    Signature 

-------------------------------------------To be completed at the referral site------------------------------------  

Date of arrival:         Date of discharge   

Further investigations done  

Diagnosis:  

Treatment given:  

Treatment or surveillance to be continued:  

Remarks:  

Name of clinician     Telephone contact:    Signature  

 



 

Annex III: New Referral Form  

Name of facility: Referral Form Original / Copy 

Referred by: Name:                                                      Position: 

Initiating Facility Name 

and Address:  

 Date of referral: 

Telephone arrangements 

made: 

YES   NO   Facility Tel No. Fax No. 

Referred to Facility 

Name and Address: 

 

Client Name  

Identity Number  Age: Sex: M F 

Client address  

Clinical history 
 

Findings 
 

Treatment given 
 

Reason for referral 
 

Documents 

accompanying referral 

 

Print name, sign & date Name:   Signature: Date: 

Note to receiving facility: On completion of client management please fill in and detach the referral back slip below and send with patient or send by 

fax or mail. 

---------------------------------------------------------receiving facility - tear off when making back referral----------------------------------------------- 

Back referral from 

Facility Name 

 Tel No. Fax No. 

Reply from  

(person completing form) 

Name: Date: 

Position:  Specialty: 

To Initiating Facility:  
(enter name and address) 

 

Client Name  

Identity Number  Age: Sex: M F 

Client address  

This client was seen by: 
(give name and specialty) 

                                                                             on date: 

Patient history  

Special investigations and 

findings 

 

Diagnosis  

Treatment / operation  

Medication prescribed  

Please continue with: 
(meds, Rx, follow-up, care) 

 

Refer back to:                                                     on date: 

Print name, sign & date Name:   Signature: Date: 



 

 



 

Annex IV: New Register of Referrals OUT 

Date 

referral 

made 

Client Name (M or F) Identity No. Referred to 

(name of facility / specialty) 

Referred for 
Date Back 

referral  

received 

Follow-

up 

required  

YES / 

NO 

Follow-up 

completed 

YES / NO 

Appropriate 

referral  

YES / NO 

         

         

         

         

         

         

         

         

         

         

         

         

 

 



 

Annex V: New Register of Referrals IN 

Date 

referral  

received 

Client Name (M or F) Identity No. Referred from 

(name of facility / specialty) 

Referred for 
Appropriate 

referral  

YES / NO 

Summary of treatment 

provided 

Date Back 

referral  

sent 

        

        

        

        

        

        

        

        

        

        

        

        

        

 

 



 

Annex VI: Form for Referring Patients for Treatment Requiring 

Uganda Medical Board Approval  

 

SECTION A: Instructions to the Referring Clinicians 

1. Please note that your patient will not be considered for referral unless the 

conditions below are fulfilled. 

      a. That Section B of this form is fully completed. 

      b. Documents below are appended. 

i) A summary of medical report from the referring clinician. 

ii) Minutes of the departmental meeting where the patient was discussed. 

iii) Medical report of the previous referral and the proof of the financial 
accountability where applicable. 

iv) A letter from the centre to which the patient is being referred indicating 
acceptance of referral, proposed management, costs of treatment and 
expected period of stay.   

v) Letter from employer or benefactor confirming commitment to pay for 
the costs of the treatment.  

c. All submissions are to be presented by the referring clinician in 

person at the Medical Board Meeting. 

 

SECTION B: The Referral Form 

 

Part I:    The Patient 

1.    Particulars 

(a) Surname…………………………………………………………………………………… 

(b) First Name…………………………… Other Names………………………………… 

(c) Age…………   Sex ………. Residential Address ……………………………..……… 

(d) Village ……………………………………… District …………………………………… 

 

2. Employment status: 

(a) Civil Servant (Specify) ……………………………………….. 

(b) Public Servant (Specify)……………………………………… 

(c) Private /Self employed ……………………………………….  

(d) Others (Specify)………………………………………………………….……………..…. 

 

 



 

3. Ministry/Institution 

(b) Name……………………………………………………………………………………… 

 (a) Department …………………………………………………………………………… 

 

4. Entitlement: 

(a) Entitled (specify salary scale) ………………………………………………… 

(b) Non entitled (specify salary scale)……………………………………………. 

(c) Others (specify)…………………………………………………………………… 

 

Part II: Referring Clinician 

Particulars 

(a) Name ……………………………………………………………………………………….. 

(b) Specialty …………………………………………………………………………………… 

(c) Qualification ……………………………………………………………………………… 

(d) Designation:   

(i) Senior Consultant ………………………… 

   (ii) Consultant …………………………………. 

        (iii) Professor …………………………………… 

        (iv) Assoc. Professor …………………………. 

    (v) Other (specify)…………………………………………………………………………. 

(e) Hospital and station …………….………………………….….…………………. 

(f) Contact: Address P.O. Box …………………………………………………….… 

     Telephone - Office No. ……………………………………………….. 

  Mobile No…………….………………………………….…. 

E-mail ………………………………………………………. 

 

Part III:  Details of the Referral 

1.  Synopsis of Clinical Notes (Please append extra detail on another piece of paper 

if necessary) 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 



 

2. Provisional diagnosis at referral: ………………………………………………………… 

……………………………………………………………………………………………………. 

3.  Investigations (fill in values where applicable) 

a. Haemogram ………….…………………..………………..……………………………… 

……………………….…………………………………………………………………………..  

b. Urinalysis………………………………………………………..…………………………. 

…………….…………………………………………………………………………………….. 

c. Serum Electrolytes …………....…….…………………………………………………. 

d. Liver function tests …………….……………………… ……………..………………… 

e. Renal function tests…………………………………………………………………..…. 

f. Radiology and Imaging test ……………………………………………………………. 

……………..…………………………………………………………………………………… 

………………………………………………………………………..…………………………. 

g. HIV Status – state laboratory and method used  

   (i)  Laboratory………………..……………………………………………………………. 

(ii) Method ………………………………………………………………………………… 

(iii) Status:  Positive ………………………. 

Negative ……………………… 

    Indeterminate………………. 

h.  Histopathology (where applicable) ………………………………………………. 

…………………………………………………………………………………………………… 

h. Other investigations (specify) ……………………………………………………….. 

…………………………………………………………………………………………………… 

……………………………………………………………………..…………………………… 

4. Reasons for referral (specify) 

(a) Treatment ……………………………………………………………….……………… 

(b) Investigations ……………………………………………………………………….……… 

 …………………………………………………………………………………………………….… 

 …………………………………………………………………………………………………….… 

(c)  Purchase of drugs ………………………………………….……………………………… 

…………………………………………………………………………………………………….… 

(d) Other (specify) ………………………………………………………….……………………  

 ……………………………………………………………………………………………………… 

(e) Total amount ………………………………………………………………………………… 



 

5.   Centre to which patient is being referred  

(a) Name of specialist to attend to the patient………………………………………… 

(b) Rank of specialist and qualification…………………………………………………. 

(c) Name and full physical address of the Institution………………………………… 

………………………………………………………………………….………………………… 

(d) City and Country ………………………………………………………………………... 

6.   Estimated duration of stay during the referral 

(a) Number of days in Hospital ………………………………. 

     (b) Number of days out of Hospital …………………………. 

(c) Total number of days ……………………………………… 

7.   Cost of stay (specify): 

(a) Cost of referral of patient 

(i) Travel ……………………………………………..…………………………………. 

(ii) Treatment …………………………………………..……………………………. 

(iii) Investigation.………………………………………………..……………………. 

(iv)  Per Diem (applies only to days out of hospital)…………………………… 

       (v) Others (Specify) …………………………………………………………………… 

                (vi)  Total Cost ……………………..………………………………………………….. 

    (b) Cost of accompanying person (if justified) 

         (i)   Justification for accompanying person ………………………………………. 

………………………..……………………………………………………………………… 

         (ii) Duration of stay..…………………………………………..……………………….. 

         (iii) Per Diem ……………………………………………………………………………… 

         (iv)  Cost of travel ………….……….……………………………………………………. 

 (v) Others (specify) ……………………………………………………………………… 

 (v) Total Cost …………………………………………………………………………….. 

8.  a) Who is to pay for the patient? 

     (i) Parent Ministry ……………………………………. 

     (ii) Other Institution ………………………………….. 

     (iii) Private/Self ………………………………………… 

     (b)  Who is to pay for the accompanying person(s)? 

(i) Parent Ministry …………………………………………………………………… 

(ii) Other Institution ………………………………………………………………… 

     (iii) Private/Self …………………………………………………………………………. 



 

Part IV: Consideration 

1.  Department consultation (Attach the minutes of the meeting)      

(a) Fill in names and signatures of those who attended the meeting 

Name     Designation   Signature 

1. ………………………………..…   ……………………………    …………….……………… 

2. ………………………………..…   ……………………………    …………….……………… 

3. ………………………………..…   ……………………………    …………….……………… 

4. ………………………………..…   ……………………………    …………….……………… 

 5. ………………………………..…   ……………………………    …………….……………… 

 

(b) Summary of the consensus reached ………………………………………………….. 

…………………………………………………………………………………………………….……

………………………………………………………………………………………………….… 

 

c.  Please note that if your application is approved, you will be expected to keep in 

contact with the attending consultants abroad and give a regular (at least 3 

weekly) follow up report about the patient’s, to the secretary of the medical board. 

 

Name of the referring clinician ……………………………………………………………… 

Signature ………………………………………  Date ………………………………… 

 

2.  Medical board decision  

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

 

Signatures: 

 

…………………………………………… …………………………………………… 

   Chairman      Secretary 

 

    Date: ………………………………………… 


