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SOUTHWARK COMMUNITY PODIATRY REFERRAL FORM
 Referral form to be completed by PATIENT or HEALTH PROFESSIONAL
Date of Referral ____/________/_______      Receipt of Referral date______/______/______
	1.  PATIENT INFORMATION – PLEASE COMPLETE IN BLOCK CAPITALS

	SURNAME:
	NHS Number:
(Mandatory)

	FIRST NAME:

	D.O.B.  (DD/MM/YYYY )

	Gender:          ( Male               ( Female
	
Interpreter required?  

Please state language spoken:

	Address:
Post Code:
	Home Telephone:
Mobile No.:

	Home visit referrals MUST be made by a Health Professional and a reason for the home visit identified.
Is the patient Housebound?        
Reason for home visit: request:

	Who is the referrer?
 (  Self (Patient)         (  GP                               
 (  District Nurse        (  Other____________
	Referrer name (if not patient / GP):
Address:

Tel: 

	Please indicate your Ethnicity Origin.   (Please tick) ✔ 

	White- British        (
White – Irish         (
White –Other        (
Mixed-White&       (   

Black Caribbean


	Mixed- White & Black     (
African

Mixed- White & Asian     (
Mixed- (Other mixed )     (
Asian/Asian British-        (
Indian


	Asian/Asian British-          (
Pakistani

Asian/Asian British-          (    Bangladeshi
Asian/Asian British-          (
(Other)

Black or Black British       (
-Caribbean
	Black or Black British-   (
African

Black or Black British-   (
Other

Other Ethnic Group-      (
Chinese

Other Ethnic Group-      (


	I do not wish to disclose my ethnic background   ( 


	2.  GP SURGERY INFORMATION (Mandatory)
GP Name:

GP Telephone no:

GP Practice Address

Post code
Is the GP practice in Southwark?

Yes (           No (



	3. DETAILS OF FOOT PROBLEM:

	Please FULLY describe the foot problem:


	Is there an open wound or infection present?                                       Yes  (   No (   

Have antibiotics been prescribed for the foot problem?                       Yes  (   No ( 
Name of antibiotic:                                                              Date commenced:

                          

	4. GENERAL HEALTH STATUS:

	GENERAL HEALTH:  please provide details if diagnosed  with any of the following conditions: 

Diabetes Yes  (   No (___________________________________________________________
Rheumatoid Arthritis Yes  (   No ( ________________________________________________

Heart Circulation problems Yes  (   No ( ______________________________________________

Chest / Breathing problems Yes  (   No ( ______________________________________________
Liver/ Kidney problems Yes  (   No ( ______________________________________________
Nerve function disorders Yes  (   No ( ______________________________________________
Any other health problems Yes  (   No ( ______________________________________________
Any Allergies Yes  (   No ( ________________________________________________________
History of Surgery_______________________________________________________________

	5.CURRENT MEDICATION:



	

	6. INSTRUCTION FOR HEALTH PROFESSIONAL ONLY:                                                                                                  PLEASE SUPPLY FOLLOWING INFORMATION IF AVAILABLE

	RECENT BLOOD TEST RESULT DETAILS:
 HbA1C  ____________________________________Date of test____________________________________
 Renal Function _______________________________Date of test__________________________________
 CRP /ESR__________________________________ Date of Test___________________________________
 Please provide any additional information e.g. .Results / investigations (X-ray results, US Scans, Swabs etc.):  



	7. INSTRUCTION FOR PATIENT SELF – REFERRAL



	1) NON-URGENT FOOT PROBLEM: 
Please email the fully completed referral form to: 
gst-tr.GSTTSwkFootHealthEnquiries@nhs.net
OR 

Take your completed referral to your GP with a request that your form is emailed for you.

Please note incomplete / illegible referral forms will be returned.

On receipt of the referral the information on the referral form will be reviewed, and if accepted by the service, an invitation letter will be sent inviting contact to be made with the service to arrange an assessment appointment.
2)  If you have an URGENT FOOT PROBLEM: 

If the foot problem is URGENT (e.g. bleeding, swelling, infection or ulceration) please attend one of the Urgent clinics during the specified hours below. You may have to wait when attending the urgent clinic. Treatment provision is not guaranteed.  

NB: Treatment for Nail cutting / callous / corns is not provided at Urgent clinics              If the emergency occurs outside of the urgent clinic hours please contact Gracefield Gardens on 0203 049 5371 to be directed to the nearest Podiatry clinic for assistance. 

SOUTHWARK Clinic locations and urgent clinic hours are shown below:

Clinic

Address

Telephone

URGENT

CLINIC HOURS

Gaumont Clinic

153 Peckham High Street London        SE15 5SL
0203 049 7933

Monday

 1:30pm - 4:00pm

Artesian Podiatry Centre  
94 Alscott Road
London SE1 3GG
020 3049 7900
Wednesday 

1.30am - 4:00pm
Friday

1.30am - 4:00pm  

Townley Road Clinic
121 Townley Road
London SE22 8SW

020 3049 7470















 





Self-Referrals: Please complete Sections 1 to 5 and follow instructions in section 7


Health Professional Referrals: Please complete Sections 1 to 6 and email referral form to: � HYPERLINK "mailto:gst-tr.GSTTSwkFootHealthEnquiries@nhs.net" \o "blocked::mailto:gst-tr.GSTTSwkFootHealthEnquiries@nhs.net" �gst-tr.GSTTSwkFootHealthEnquiries@nhs.net�    


(NB: INCOMPLETE / ILLEGIBLE REFERRAL FORMS WILL BE RETURNED)























NO          (   YES


                                         





NO          (   YES








