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Patient Details
	Title:

_______________________
Surname:
​​​​​​​​​​​​​​​​_______________________
Forename/s:
_______________________
Date of Birth:_______________________
Address:  __________________________
__________________________________
__________________________________
Post Code:
______________________
Email Address: ______________________

We are starting to collect patients email addresses due to future plans of sending patients letters via email.  Please fill in your email address if you are happy to be contacted this way in the future.  You can opt out at any time by ringing us on 0121 507 2664.

Tel No:
______________________
Mobile No:
_______________________ 

SMS text reminders are sent out by the service to remind you about your appointments.  Please ensure we have your mobile telephone number.
Medical History:
​​​​​​​​​​​​_________________
__________________________________
_________________________________
_________________________________
Current Medication:  ________________
_________________________________
_________________________________
_________________________________
Are you a UK, EEA or Swiss National – Yes / No
If no do you have a valid visa or permission to enter/remain in the UK – Yes /No (You will be asked to show written evidence of your right to enter/remain).
Ethnicity:
_______________________
Religion:
_______________________
Spoken Language:
__________________
Needs Interpreter (please circle): Yes / No
Completed by: 

	Name of GP:
_______________________
GP Address:
_______________________
_________________________________
_________________________________
GP Tel No:
_______________________
Reason for Referral:  ________________
__________________________________
_________________________________
Please state the clinic the patient wishes to attend (this may not necessarily be where we are able to offer the earliest appointment and we may offer a different clinic):  _____________________________________
NB: Patients eligible to request an assessment for treatment must be in the following priority groups which are recommended by the DHSS and have a foot problem

Tick the box/es which apply:

Male/Female 65+ with a foot problem
      FORMCHECKBOX 

Child under 16 with a foot problem               FORMCHECKBOX 
 
Expectant/Nursing mother with      
 
a foot problem                                                   FORMCHECKBOX 

Diabetic with a foot problem
                  FORMCHECKBOX 

Registered Disabled with a 
foot problem                                                       FORMCHECKBOX 

Patient with a medical condition which       places them at risk without treatment           FORMCHECKBOX 

Patient requiring Nail Surgery
                  FORMCHECKBOX 


Date: 

_______________________
Print Name: 
​​​​​​​​​​​​​​​_______________________

	If not being completed by patient please state relationship to patient: _____________________



Please email/send completed forms to:
sandwell.foothealth@nhs.net

Department of Foot Health, Primary Care Offices, Lyndon, West Bromwich, B71 4HJ
PLEASE NOTE: All sections must be completed, incomplete forms will be returned & will delay treatment.


