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Patient Details
	Title:

     
Surname:
​​​​​​​​​​​​​​​​     
Forename/s:
     
Date of Birth:     
Address:
     
     
     
Post Code:
     
Tel No:
     
Medical History:
​​​​​​​​​​​​     
     
     
     
Current Medication:       
     
     
     
Ethnicity:
     
Religion:
     
Spoken Language:
     
Needs Interpreter (please choose):  FORMDROPDOWN 

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):  FORMDROPDOWN 

Completed by:      

	Name of GP:
     
GP Address:
     
     
     
GP Tel No:
     
Reason for Referral:       
     
     
     
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 60+ 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: 
     

 FORMTEXT 


	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.

