Podiatry Referral Form 
Tel No: 0345 602 4064 Email: Singlepoint.ofcontact@nhs.net

Thank you for referring this patient to the Podiatry service, please note THE FOLLOWING:
· Referrals will be accepted when completed IN FULL by any Health Care Professional. 

· Domiciliary visits are ONLY available for bedbound patients.
· In order to meet Podiatry criteria the patient MUST have one or more risk factors, unless the referral is for MSK/Nail surgery. Please ensure that all sections are completed.
	PATIENT:
Mr Mrs Miss Ms Other
	Date of birth:
Ethnicity:

	First name(s): 
	NHS No: 

	Surname: 
	GP name: GP/Clinician

	Address:

Postcode: 
	GP address: 

Postcode:

	Telephone No: 
	GP Telephone No: 

	Podiatric reason for referral :
( 
Foot Ulcer
( 
Pathological callous/corns
(
Symptomatic pathological nails  
(         Patients requiring nail surgery
( 
Foot infection/inflammation/gangrene
(
MSK / Orthoses

URGENT
    
NON-URGENT          

BEDBOUND

Patient consent for referral gained   
	Which of the following medical risk factors does the patient present with?

 (unless referral is for MSK or Nail surgery)
( 
Neuropathy

(         Limb Ischaemia      
(
Foot deformity

(         Foot infection & or inflammation

(         Foot ulceration (current/past)

(         Charcot foot      
(         Foot gangrene

(         Immunocompromised

(           Advanced renal disease
 
This patient has Diabetes


This patient does NOT have Diabetes  

 
 

	First preferred language:
Is an interpreter required? Yes / No                                   



	ADDITIONAL REFERRER COMMENTS (Please attach medical history & medication list):


	Referrer’s name:
	Signature:



	Job title:

	Referrer’s contact details:



	Date of referral:
	


