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Service Restriction Policy 
Prior Approval Application Form


Inguinal / Umbilical / Ventral hernia repair
This form must be completed in full and submitted with the appropriate clinical information, by a specialist clinician who knows and has assessed this patient, or be based on documentary evidence of such assessments, sufficient to complete the form. Commissioners may withhold payment to providers for procedures that have not sought prior approval.
	Date of Request
	Click or tap to enter a date.


	Patient Details
	
	Prior Approval Form Completed by

	Name
	
	
	Name
	

	NHS Number
	
	
	Job Title
	

	Date of Birth
	Click or tap to enter a date.
	
	Provider
	

	GP Practice
	
	
	
	

	CCG
	Choose an item.
	
	
	


	Clinical criteria for the procedure, as detailed in the Service Restriction Policy

	Elective surgical treatment will be commissioned following evidence of shared decision making and ONE or more of the following:-  
An additional risk factor for incarceration including:
· A history of incarceration of, or real difficulty reducing, the hernia. 

· An inguino-scrotal hernia. 

· An inguinal hernia in a female patient

☐
Increase in size month to month. 
(please provide sizes below)
☐
Pain or discomfort significantly interfering with ADL. 
(please demonstrate how it is affecting ADL’s below)

☐
Work related issues e.g. of work/missed work/unable to work/on light duties due to hernia or heavy manual labour.

☐
Comorbidity which does not render the patient unfit for elective surgery currently, but which is likely to significantly increase the risks associated with future surgery

☐
Repair of suspected femoral hernias are commissioned.



	Additional information that may have a bearing on the application including measurements and additional detail:


	I confirm that I have explained the prior approval process to the patient and that the patient has given consent to share their information with the commissioner

	Choose an item.

	I confirm that the patient meets the current clinical guideline / policy for the restricted procedure as detailed in the Restricted Policy 2018




	Choose an item.


Completed form (either electronic or scanned) should be sent, with any other supporting documents to

nnicb-nn.ifrteam@nhs.net
Please comply with Information Governance standards

	THIS SECTION TO BE COMPLETED BY THE ASSESSOR

	Request outcome
	Choose an item.


	Rationale


	

	Name of Assessor
	
	Date
	Click or tap to enter a date.
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