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Back Pain Referral Form
   DATE: ~[Today...]
	NAME: ~[Forename] ~[Surname]
ADDRESS: 
~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3] ~[Patient Address Line 4] ~[Post Code]
TEL NO: ~[Telephone Number]
	D.O.B.: ~[Date Of Birth] 
NHS No.: ~[NHS Number]
OCCUPATION:      
OFF WORK  FORMCHECKBOX 

TIME OFF WORK      

	G.P. NAME: ~[Registered Doctor] 

PRACTICE: 
TEL NO:       

	NB
Patients with cord or cauda equina signs should be referred directly to A & E

Patients with signs of inflammatory joint disease should be referred directly to rheumatology

	DATE OF ONSET THIS  EPISODE
	      

	DATE OF ONSET INITIAL EPISODE              

	GREEN
	
	SYMPTOMS 

YELLOW
	
	RED
	

	Back/buttock pain 

Worse with movement 

Patient generally well
Onset > 6/52

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Leg pain 

Paraesthesia 

Foot symptoms


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Age < 20 or > 55  1st EPISODE 
History of Ca 

Non mechanical pain 

Thoracic pain 

Unexplained weight loss

Malaise

Steroids

Immunosuppressed
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	PHYSICAL SIGNS
	SLR

Reflexes

Power

Sensation
	     
     
     
     

	BLOOD TESTS?     Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 
        Result:       

	HAS THE PATIENT HAD ANY PREVIOUS TREATMENT?

	Manual Therapy          FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain Clinic    FORMCHECKBOX 

	 FORMCHECKBOX 

	Orthopaedics
	 FORMCHECKBOX 

	Rheumatology
	 FORMCHECKBOX 

	 Other             FORMCHECKBOX 


	What was the outcome?      

	RELEVANT MEDICAL HISTORY  See below



	CURRENT MEDICATION  
See below


	OTHER       

	BPAC USE ONLY                           
Date                                                             


Send referral directly to the Back pain Service, Hove Polyclinic, Nevill Avenue Hove, or Fax it directly on 01273 242 002. Lewes patients may be referred to LVH physiotherapy dept. on 01273 402 515, Fax 01273 473 362.
Please find below the following information if recorded: Current Acute and Current Repeat Medication, Allergies, BMI, BP (last 3 readings), Significant Active and Significant Past Medical History, Smoking Status:
Medical History:
~[Active Problems:AS~PS]
Current Medication:

~[Medication]
Allergies (if recorded):
~[Allergies]
BMI:
~[ReadCode:22K~~M1~R~Date|Coded Data~1]
Blood Pressure (last 3 readings):
~[Blood Pressure:3]
Smoking Status: 
~[ReadCode:137~50Y~~R~Date|Coded Data~1]
