Podiatry Self Referral Form:

	Please send completed form to: Preston Healthport, Vicarage Lane, Fulwood, Preston, Lancs, PR2 8DW.  

                                                       Fax: 01772 777159.  E-mail: CL-PCT.RMC@nhs.net.  Enquiries, Tel: 01772 325100

	Referral Date:
	

	Patient Details:

	Title:
	
	DOB:
	
	Gender  
	

	First Name:
	
	NHS No:
	

	Surname: 
	
	Temporary resident: 
	

	Previous Surname:
	
	Others involved in patient care, e.g. Consultants, Social Services, Carers, etc


	Address:

	
	

	Tel (Home):
	
	

	Tel (Work/Other):
	
	

	Mobile:
	
	

	Ethnicity (e.g. White British):   

	Referrers details (Please use block capitals)
	Next of Kin details

	
	Relation to Patient:
	

	Name: 
	
	Name:
	

	Address:

	Regent House Surgery
21 Regent Road

CHORLEY

PR7 2DH


	Address:

	

	Tel:
	01257-264842           Fax:  01257-231387
	Tel:
	
	Mobile
	

	Medical Information:

	Have you had NHS treatment for your foot problem in the past? Please give approximate date and services attended


	

	Please list all medical conditions and any physical disability:

	(e.g. diabetes, heart, kidney disease, mental health, etc)   (e.g. blind, wheel chair, etc)

	If NONE please tick this box
	
	

	

	Do you have, or have you ever had a foot ulcer:

	Please list all your current medications (attach a prescription tear-off slip if possible)

	If NONE please tick this box 
	
	

	


	What is your main foot problem – MUST BE COMPLETED

	


Please note the Podiatry Department does not carry out simple nail cutting
	Is your foot problem causing you difficulties in being able to carry out daily activities? (please tick where appropriate)

	My foot problem prevents me from participating in all social, educational or family activities
	

	My foot problem prevents me from participating in some social, educational or family activities
	

	My foot problem prevents me from carrying out routine daily activities such as shopping, being able to manage around the house or caring for others
	

	Please use the space below to describe how your foot problem is effecting you or your patient :


	Are you able to manage your own routine foot care? (please tick most appropriate)
	

	Yes, I am able to carry out my own routine foot care             
	

	Yes, I am able to carry out my own routine foot care but with difficulty   
	

	I have a carer or family member who assists me with foot care                       
	

	I have no carer or family member who can assist me with foot care
	

	Are you housebound and therefore require a home visit Yes/No.  If yes, please give reason
	

	
	

	Do you go out for other reasons Yes/No

	If yes, how do you travel

	


	


	Other significant information e.g. communication issues, carer details, name of person with parental responsibility:


	Relationship to patient of person referring or filling in this form:  


IF THIS FORM IS INCOMPLETE, IT WILL BE RETURNED TO YOU
The information contained in this document is strictly confidential and is intended only for the named recipient.  It may contain sensitive information and if you are not the intended recipient, you must not copy or distribute the contents.  If you have received this document in error, please notify the sender immediately.  Any unauthorised disclosure of the information contained in this document is strictly prohibited and may result in disciplinary or legal action being taken.

