	REFERRAL TO PLYMOUTH ORTHOTIC SERVICE
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	To:    
Orthotic Services


Local Care Centre, Mount Gould Road

Mount Gould, Plymouth    PL4 7PY
             Tel:   01752 434229                                                                 
THIS REFERRAL SHOULD BE SENT BY EMAIL ONLY TO: Livewell.PlymouthOrthotics@nhs.net
Please read the Access Criteria Guide for Referral to Orthotic Services prior to sending request. Please note that only patients who fall within the access criteria will be considered for referral:   


	

	Mr / Mrs / Miss / Master/  Other

Patient Surname:

Patient Forenames:


	NHS No:

Date of Birth:
	GP Practice:                       

	Address:
	Transport:         Yes        No

Car   /  Ambulance   /   Escort  /

Tail Lift Stretcher / Wheelchair


	In-patient Ward:

Out-patient Clinic:

	Post Code:


	Telephone:


	Consultant:


ETHNICITY:   
Has Patient been considered for or had a Waterlow assessment performed:  Yes/No

PRIMARY DIAGNOSIS: (We require medical / clinical details if the patient is to be considered for a priority appointment)  

Relevant symptoms:



Known allergies:
Previous relevant interventions:

ORTHOSIS OBJECTIVES:

COMMENTS:
Referrer Print Name: ………………………………………………………………….  
Location………………………………………………………………………………….
Contact number…………………………………………………………………………
Email Address ………………………………………………………………………….

(In case of query)
Referrer signature:…………………………………………...
Referrer Designation: …………………………………………..Date:. ..…/……/……..

Please note: Incomplete forms will be returned to the originator
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