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	Patient details (or attach label)
	Referral details

	Surname:


Forename:


DoB/CHI: 

Sex:    FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female 

Address:


Telephone number:

GP:


Practice address:


Telephone number:

	Date of referral:


Referred by: (print name, designation and sign)
Location:  (for example ward, hospital, care home, health centre)
Contact number:


E-mail address: (NHS staff only)
Consultant: (if applicable)
Speciality / location:


	Presenting continence symptom(s):



	Outcome of relevant investigations:

Urinalysis (multistix 8SG), frequency/volume chart, post void scans (if appropriate), bowel pattern




	Medical history:




	Current medication:




	Reason for referral:





�





CAT Referral Form


Prior to referral patients must have had a full bladder and/or bowel assessment �








Please send completed form to:  CAT, 189a West High Street, Broxburn, EH52 5LH 

