Orthotic Outpatient Referral Form BAPO

All sections of this form must be completed. Please PRINT clearly. Referrals will only be accepted if
they meet the criteria for orthotic provision.

Orthotic department email: Orthotic department telephone No:

Referrer Details Patient Details

Referrer's NamE: .. necerneeessnesesssesessenns Hospital NUMDET: ... eesiseseseseeeens
SIGNATUIE! ettt ss ettt NHS NUMDEN! oo essesssesssesssssssaeees
RETErTer'S JOD TItlE: ..o DX O3 = Sex M/F

CONSUILANT: ottt seess st SUIMNAME. e Forename: ...
Contact telephone NnUMDbEr: ..., AAAIESS: ..ot sassasnens
ClNIC / SCROOI: s (BT dele o =3O
TOAQY'S DAL oo esisssesissesinees Telephone NUMDET: ...

Additional Information
Diabetic? Yes/No Medical / Infectious Alert? Yes/No Child or Adult Protection Issues? Yes/No

Communication difficulties? Yes/No Interpreter Required? Yes/No DIal@Ct: ...
Known allergies ...,

Does the patient have the capacity to consent to orthotic treatment? Yes/No/Unsure

PHMary DIQQRIOSIS: ... ssessssssssssesssssessssssssssssssssssssssessssssasssssssssssssssssssas Patient Aware? Yes/No
Objectives of Orthotic Treatment: (Tick all that apply)

Control Pain [[] Immobilise [T] Control Specific Joint Movement [_] Relieve Weight [7]

Correct Deformity [[] Protect Joint [_] Accommodate Fixed Deformity [[] Enhance Mobility []]

Offload ulcer [[] Reduce contracture risk[_] Reduce the risk of falls [[] Other ..

Relevant History: Please include pathology, presentation, and prognosis

To be completed by the Orthotics Department only

Triaging OrthOtiST (PriNT NAMIE): ottt s s s st saes s
Date referral received: ... Urgent /Routine Appointment type: Virtual / Face-to-face
Appointment duration (minutes): 30 / 60 Other..............

AAITIONA] INSTIUCTIONS: ettt st e st a st s et st a st e s e s b st s s st s assanessastessssnassantasassanes




