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DEPARTMENT of PODIATRY
Patient Self-Referral Application Form

	Please ensure ALL sections of this form have been completed before returning it to the address overleaf, as an incomplete form will result in a delay in appointing you.


	Section 1


Please complete in BLOCK CAPITALS

	Title: ………………

Date of Birth …………………..
Name:…………………………………………………………………………………
G.P. Name: ……………………………………………………………………………..

CHI Number* …………………………………………………………………..
Surgery Address:………………………………………………………………….

Address: …………………………………………………………………………….
Telephone Number: ……………………………………………………………..
………………………………………………………………………………………………
*The CHI number is the 10 digit number on your 







                prescription.  Ask your GP receptionist if not sure.

Post Code (in full) ………………………… Tel. no. …………………..
  We MUST have this number to process your  







               application.

	What problems do you have with your feet?
…………………………………………………………………………………………………………………………………………………………….
Have you been treated by the Podiatry dept. in the last 6 months YES □ NO □
If you answered yes, where did you attend? …………………………………………………………………………………….


	Section 2

	Do you have? (Circle)  Rheumatoid Arthritis

Diabetes
Peripheral Arterial Disease 



Other Lifelong Medical Condition (specify) ………………………….………………………..……………….



	Section 3

Please fill in this section as accurately as possible

	Other Current Medical Conditions(s) …………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………..

Medicine(s) taken ……………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………..


	Please ensure all sections of the form have been completed including the sections overleaf before returning to the address shown.   
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