NHS LOTHIAN PODIATRY DEPARTMENT

Care Home referral Form
NAME ……………………………………………………………………………………………………
Date of Birth/Patient’s CHI …………………………………………………………………………
Address …………………………………………………………………………………………………….
Post Code…………………………………… 
Tel No ……………………………………………..

Medical History/Psychiatric History
Medication
Allergies
G.P’S Name and Address

Reason for requesting treatment
Please give reasons for applying, and tick appropriate box(es) below:

( Foot ulcer/ wound      

( Painful Corns/ hard skin  

 ( Severe foot pain   

( Infection

( Other (please describe)……………………………………………………

Mobility:

Patient can transfer to chair:      ( Unaided      ( With aid from one person     ( Bedbound
Consent: 
· Does the individual have the capacity to consent to treatment? YES ( NO (
· If no, does the individual have a section 47 in place that covers medical interventions? 
YES ( NO (   If yes, date of expiry............................................  

· Does the individual also have a Welfare Power of Attorney or Welfare Guardian in place?
YES ( NO (
Are there any risks to the podiatrist? ( Yes
( No  
Please state………………………………………….

Name of staff member completing form (print and sign below) 
........................................................................................................................................................
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Date Reviewed   ……………………….        …………………………………         ………………………        ……………………..  ……………………

Date Achieved    ………………………         …………………………………        ………………………         …………………..      …………………..

Podiatrist signature ……………………………….           Podiatrist name ……………………………………………    Date……………………………..

[Type text]
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