
CHINESE HERBAL MEDICINE FOR CONSTIPATION PREDOMINANT IRRITABLE BOWEL SYNDROME 
A NATIONAL HEALTH & MEDICAL RESEARCH COUNCIL FUNDED STUDY 

 

Constipation Predominant IBS (C-IBS) Referral Form 
(To be completed by gastroenterologist or general practitioner) 

  
This Referral Form will help determine if your patient has constipation-predominant irritable bowel syndrome  

(C-IBS) and fulfils the inclusion and exclusion criteria for the clinical trial. 

 STEP 1 - Patient Contact Details 

Patient First Name:  Surname:  

Address: 
 
 

Post Code: 

Phone: Mobile  Home  Work  

Email:    

Date of Birth:       _____/_____/_______     Age:__________ (18-65 yrs only) Sex:  M  /  F  

 STEP 2 – To Confirm C-IBS Diagnosis as per symptom-based criteria (Rome III).  
 Please ask the patient the following questions. 

If any of the boxes cannot be ticked, please do not refer the patient Yes No 
 

 
 

 
1) In the last 3 months, have you had discomfort or pain anywhere in your abdomen for 

at least 3 days per month? 
 

a) For Women of Reproductive Age:  
Did this discomfort or pain occur only during your menstrual bleeding 
and not at other times? 

  

 

2) Have you had this discomfort or pain 6 months or longer?  
3) Do you have two of the following: 

i) Is this discomfort or pain improved by a bowel movement, at least 
some of the time? 

Yes    No  
ii) Is this discomfort or pain associated with a change in the frequency of 
bowel movements, that is, having more or fewer bowel movements, at 
least some of the time? 

Yes    No  
iii) Is this discomfort or pain associated with a change in consistency of 
the stool, that is, softer or harder, at least some of the time? 

Yes    No  
 

Confirm at least two out of three are marked YES 
 

 
 
 
 
 
 
 
 

 
 

 

 
 
 
 
 
 
 
 
 

 

 
 
 
 

 

 

4) In the last 3 months would you say that about 25% or more of the time you have had 
any of the following?                        

i) Loose or watery stools      

ii) Hard or lumpy stools               
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5) Have you had any of the above symptoms recently for at least two days out of each 
week? 

  
 

6) Have you had adequate relief of your symptoms over the last two weeks?   

If all boxes are ticked, proceed to STEP 3 



    Patient Surname:  

 

 STEP 3 – Confirm patient satisfies additional Inclusion Criteria 

Please tick any boxes applicable to the patient 

1. Age 18-65 years inclusive Yes  

2. Normal Colonic Evaluation tested within the previous 5 years  
(colonoscopy or barium enema, or other colonic imaging) 

Yes   
attach copy if 

available 

If the response 
to Question 1 
and/or 2 is NO, 
please do not 
refer the patient 

3. Normal Blood Test results (full blood count, liver function tests, urea & 
creatinine) performed within the last 3 months? 

Yes  
copy attached 

No*  

4. Celiac disease (by TTG) excluded within the previous 5 years? Yes  No*  
*Research Staff will arrange bloods tests at first trial visit

If ANY of these questions are NOT answered, please do NOT refer the patient to the trial 

 

 STEP 4 – Confirm patient satisfies additional Exclusion Criteria    
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 STEP 5 – Confirm patient eligibility    

Please confirm by signing below the patient: 
 Has a diagnosis of C-IBS (Step 2) and  
 Meets the Inclusion and Exclusion Criteria (Step 3 & 4)  

       (pending normal blood test results including TTG as mentioned in Step 3) 

 

 
 

  

Gastroenterologist / GP Name Signature Date 

Please tick any boxes applicable to the patient 
1. Currently pregnant / breast-feeding, or planning to be pregnant, or unwilling to use appropriate     

contraception throughout the trial duration  
2. Inflammatory bowel disease  
3. Severe idiopathic constipation  
4. Gastrointestinal tract neoplasm  
5. Previous bowel surgery (excluding appendectomy, cholecystectomy or fundoplication surgery)  
6. Diabetes mellitus requiring insulin therapy  
7. Current alcoholism or drug abuse   
8. Epilepsy  
9. Current psychiatric illness or dementia (excluding clinically diagnosed depression or anxiety, if 
the patient has been stable on medication for at least three months)  
10. Significant cardiovascular, renal, hepatic, pulmonary, endocrine, metabolic, or haematological 

disorders  

11. Any serious medical or psychological disorder likely to preclude completion of the trial  
12. Currently using any of the following medication: 

- Quinine (e.g. Anti-malarial) - Pancreatin 
- Digoxin (e.g. Cardoxin, Digitek, Lanoxicaps, Lanoxin - Thiazides 
- Iron containing agent (only if it cannot be temporarily stopped for the duration of the trial) 
- Potassium-sparing diuretics (e.g. Spironolactone)  

 

- Ephedrine hydrochloride (e.g. Pseudoephedrine – cold & flu, cough mixtures, sinus) 

 

If ANY of these boxes are ticked, please do NOT refer the patient to the trial 
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     Patient Surname: 
 

 

 STEP 6 – Forward this completed Referral Form  

If the patient is eligible to enrol in the trial, do they agree to be contacted by trial staff?    

Yes, patient agrees to be contacted (please tick)  

 

Thank you for completing this Referral Form.   
 
Please return a copy of this form and appropriate test results as outlined to the Trial 
Coordinator, Ms Suzannah Bourchier, via fax, post or scan & email.  
       

Ms Suzannah Bourchier 

CompleMED, University of Western Sydney 

Campbelltown Campus    

Locked Bag 1797    

Postal 
Address: 

Penrith South DC, NSW 1797 

Ph: 4620 3283 

Fax: 4620 3291 

Email: s.bourchier@uws.edu.au  

 
 
 
 

Please complete or stamp your details below so we can contact you regarding payment for this screening and referral. 

Date:           /           / 

Referring Doctor: 

Contact Name: 
(If different to above) 

Phone Number:  Fax Number:  

Address: 
 
 
 

Post Code:  

Email:   
 

mailto:s.bourchier@uws.edu.au

