                                       

                                            PODIATRY REFERRAL FORM
	Title:  MR  /  MRS  /  MISS  /  DR  /  MS 
         (Delete as appropriate)
	NHS NUMBER:

	FORENAME: 
	SURNAME:

	ADDRESS:  


POSTCODE:
	DATE OF BIRTH:

	
	CONTACT NUMBER:

Home Tel no:     

Mobile no:       

	GP NAME:

	GP ADDRESS*:

	NEXT OF KIN:
	NEXT OF KIN CONTACT No:

	* Note we can only accept referrals for patients with a Halton based GP.


	MEDICAL HISTORY – Please tick any that apply to you

	        Diabetes 


	       Peripheral Vascular Disease


	          Neuropathy


	        Anticoagulant Therapy


	         Rheumatoid Arthritis


	         Raynaud’s Disease


	          Immunosuppression

        e.g. Immunosuppressant medication:
Chemotherapy / Radiotherapy  
	       Connective Tissue Disorder

        e.g. Scleroderma, Systemic Lupus Erythrematosis

	        Chronic Kidney Disease Stage 4 or 5


	       End of life 


	        Peripheral Arterial Disease (PAD)c


	       Neurological Disease


	       Oral Steroid Treatmentc


	         Registered Blindc


	          Mental Illness


	         Learning Disability


	        Osteoarthritis


	       Osteoporosis



	        Heart Disease


	         Physical Disability


	          Arthropies


	          Other


	ALLERGIES: DO YOU HAVE ANY ALLERIGES?   YES           NO



IF YES PLEASE LIST:



	REASON FOR REFERRAL


	What is the reason for you needing a Podiatry assessment? Please tick all that apply from the list below




	       Nail problems



       Thickened/deformed nails



	       Verrucae



       Skin Problem

	       Open wound / ulcer  

       Infection

	         In-growing Nail


	       Hard skin (Callus)
	       Corn/s


	       Infected In-growing Nail    

       (Red, weeping, painful)
	       Foot Pain / Biomechanical problem (please detail your problem below)
	       Other e.g.self-neglect




	 Further details: 
	      
 



	 Please list Medication:







	Ethnic Origin:  Please tick your ethnic origin, please only tick on box

	British
	
	White/Black Caribbean
	
	Indian
	
	Caribbean
	
	Chinese
	

	Irish
	
	White/Black African
	
	Pakistani
	
	African
	
	Any Other Ethnic Group
	

	Other White Background
	
	White/Asian
	
	Bangladeshi
	
	Any Other Black Background
	
	Decline To State
	

	Other Mixed Background
	
	Other Asian Background:
	
	
	
	
	
	

	DO YOU REQUIRE AN INTERPRETER:            YES            NO  	        (Telephone interpreters used as standard)


Please state which Language is required:
Is a British Sign Language interpreter required?   YES            NO



	Are you or have you ever been a member of the armed forces?	YES           NO



	APPLICANT SIGNATURE:                                                      
	DATE OF REFERRAL:  

	Please note that receipt of a referral does not guarantee an appointment. All referrals will be triaged by the podiatry service and a decision to be accepted or rejected will be made based on clinical, medical and podiatric need.  Priority is given to those who are deemed to have urgent problems.  

	Please Return Completed Forms To:
Podiatry Department			Email: halton.podiatry@nhs.net	
Mill Brow Clinic
Widnes,
Cheshire
WA8 6RT				Tel: 01928 593623 Monday to Friday from 9.30am to 4.00pm



