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Name: 
        


(Please print)
   


GP/Nurse/HV

Address:      
        
(Birmingham Nail Carer working in Dudley area)
B : GP DETAILS


DR: 
        


(Please print)


Address:      
        
Courier No.      


C: PATIENT DETAILS


Mr FORMCHECKBOX 

Mrs  FORMCHECKBOX 

Ms  FORMCHECKBOX 

Miss  FORMCHECKBOX 

Master  FORMCHECKBOX 

First Names:      
Surname:           
Date of Birth:      
Address:       
         
         
Postcode:      
Important – Current Contact telephone Number:

Tel No:      
NHS Number:      
Important - If under 16:
Guardian_________________________________

Relationship_______________________________ 


Return to : Dudley Community Services
PODIATRY DEPARTMENT

Brierley Hill Health & Social Care Centre

Venture Way,

Brierley Hill,

DY5 1RU

Courier Number 31


Which groups does your patient belong to? 

(He / She MUST fall into one of these categories please consult our Access Protocol document for details)

 FORMCHECKBOX 

Diabetic





 FORMCHECKBOX 

Rheumatoid arthritis / inflammatory arthritis 

 FORMCHECKBOX 

Severe peripheral vascular disease


 FORMCHECKBOX 

Blood disorders




 FORMCHECKBOX 

Neurological dysfunction



 FORMCHECKBOX 

Medications affecting tissue viability

 FORMCHECKBOX 

School Children with pain resulting from abnormal 
gait

 FORMCHECKBOX 

Connective tissue disorders

 FORMCHECKBOX 

Dermatological disorders


 FORMCHECKBOX 

Patients with hip or knee joint replacements

 FORMCHECKBOX 

Patients following joint fusion of the back

 FORMCHECKBOX 

Patients registered partially sighted or blind

 FORMCHECKBOX 

Patients with a learning disability / mental illness

 FORMCHECKBOX 

Nail Surgery

 FORMCHECKBOX 

Severe, long standing foot pathology – please state pathology……………………………………………………………………………………………………………………………………………………………
 
 FORMCHECKBOX 

Ulceration or infection in the foot

(Urgent infections are seen within 3 working days)

Please fax this form if the problem is urgent


PLEASE NOTE INCOMPLETE REFERRALS WILL BE RETURNED RESULTING IN DELAY FOR PATIENT.

Urgent referrals will be seen within 3 working days and non-urgent referrals within 8 weeks

Please do not send duplicate referral forms (e.g. do not fax and post the form)

Telephone:
01384 321432
 Fax:
01384 321223
A: REFERRING AGENT					D: NEEDS BASED GROUP





PODIATRY DEPARTMENT			�	


REFERRAL FORM 


PLEASE ENSURE SECTIONS A-D ARE FULLY COMPLETED 	


			.


Referrals for Podiatric Surgery or Biomechanical Examinations for adults should be made by letter to the Consultant in Podiatric Surgery at the same address				





FHS0907





Ethnic Group_______________________________


Spoken Language____________________________


Interpreter Required	Yes	(	No  (





Does the patient attend your surgery?


Yes	(		No	(








