PHYSIOTHERAPY REFERRAL FORM
From:
Address: 
Date of Referral:  ~[Today...]

GP’s name:       
Tel no:         
_____________________________________________________________________
Patient Details:

Name:   ~[Forename] ~[Surname] 

Address:    ~[Patient Address Line 1]

~[Patient Address Line 2]  ~[Patient Address Line 3]  ~[Patient Address Line 4]
DOB:  ~[Date Of Birth]
Telephone No:  ~[Telephone Number]
NHS NO: ~[NHS Number]

Post code:  ~[Post Code]
_____________________________________________________________________

Problem/Diagnosis:
Include the date of onset of this episode, investigations, medication, relevant medical history.

	     



Check List for Prioritising Degree of Urgency (tick as appropriate):

· Duration



< 3 weeks (acute) 

 FORMCHECKBOX 



< 2 months (Sub-acute) 

 FORMCHECKBOX 

> 2 months (Chronic)

 FORMCHECKBOX 

· Degree of pain/Loss of function

Mild



 FORMCHECKBOX 

Moderate


 FORMCHECKBOX 

Severe



 FORMCHECKBOX 

· Patient woken up by pain

Never



 FORMCHECKBOX 

Occasionally


 FORMCHECKBOX 

Most Nights


 FORMCHECKBOX 

· Patient unable to work or unable to 
cope at home 



Yes



 FORMCHECKBOX 






No



 FORMCHECKBOX 

· Patient is developing neurological 
problems



Yes



 FORMCHECKBOX 

No



 FORMCHECKBOX 

· Has the patient had previous 
physiotherapy for the same problem?
Yes



 FORMCHECKBOX 






Approx date:      





No



 FORMCHECKBOX 

Signed…………………………………………
Date ~[Today...]
~[Forename] ~[Surname] ~[Date Of Birth]
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