NHS Self Referral to Physiotherapy Form - In Confidence

hﬂ

Borders Please fill out both sides of this form as fully as you can. | Date:

Section 1: Your Details

Day time contact number: CHI e

GP Name & Health Centre:

Do we have your permission to contact your GP? OYes 0ONo

Section 2: Reasons for referring

1. Please describe briefly why you are seeking Physiotherapy assessment (e.g. sprained

2. How long have you had this current problem?

3. Have you had this problem before OYes ONo
If Yes, did you receive physiotherapy OYes 0ONo
If Yes, did physiotherapy help? OYes 0ONo
4. Was your injury the result of an accident or incident e.g. fall OYes 0ONo
Y S W Y
5. Are the symptoms overall getting OBetter OWorse OJust the Same
6. Do they disturb your sleep? OYes ONo
If yes how often& for how long e.g. 2 x per night for 20 mins for 3 weeks

7. Are you able to perform your normal daily activities? OYes 0ONo O With Difficulty

Please give details:

8. Are you at work at the moment? OYes ONo O With Difficulty
9. If a full time carer, can you cope at the moment? OYes ONo 0O With Difficulty
10. Have you had any recent Investigations? OYes 0ONo

E.g. X-ray; MRI; Blood Test - If yes, could you provide brief details and results if known




PTO and complete page 2

11. Please list any medications you are taking at the moment

Section 3:- Have you experienced any :-

1. Changed feeling e.g. tingling ontouch..............cooii i OYes 0ONo
2. Changed feeling between your legs..........cccoov i i, OYes 0ONo
3. Unexplained tripping/stumbling/leg weakness................coooiiiiinain OYes 0ONo
4. Unexplained changes in your bladder/ bowel......................oonil. OYes 0ONo

E.g. Frequency /Retention or unable to go/Lack of control in going

5. Loss of weight WithOUt trying..........cooiieii i e OYes 0ONo
Currentweight ...,
6. Unexplained /increased headaches..................ccooiiiiiiiiiiiin, OYes 0ONo
7 DIZZINESS .. ettt e e e OYes 0ONo
8. Unexplained blurred or double Vision.............cooooii i OYes ONo
9. Changed feeling around face ortongue.............ccooeeiiie i iiiiennanns OYes 0ONo
10. Fainting/Falling WithOUL reasOoN..........c.oiiii i e e OYes 0ONo
11. Difficulties in swallowing/talking...........ccoiiii i OYes 0ONo
12. General UNWEIIFNESS ... e e OYes 0ONo
13.LOSS Of @PPELILE . ..nie e e OYes ONo
14. NeW MUSCIE WEAKNESS .......oiiiiitie e e e e OYes ONo

If you find your symptoms get worse while you wait for an
appointment you are advised to see your GP.

Signature: Date:

Please return your completed self-referral form to the receptionist at
your GP practice or your local physiotherapy Department

For office use only:

Urgent Semi-urgent Routine Yellow Red Suitable for student Y/N
Date Received Letter to GP
CHI No. Recorded on Epex
Transport required




