Swansea Bay Physio Access Clinic Self-Referral Form

	Please keep this form
Please complete both sides using BLOCK CAPITALS


	

	

	Surname:
	First name:

	Date of Birth:  
_____/_____/_____
	Gender: 
Male  (     Female  (

	Address:

Postcode:
	GP Name:

GP Practice:

	Telephone Numbers: 
	Home    
	
	Can we leave a message?
	Yes / No

	
	Work
	
	
	Yes / No

	
	Mobile
	
	
	Yes / No

	
	

	Do you wear a hearing aid?
	Yes / No
	Do you have a pacemaker?
	Yes / No

	
	
	
	

	Are you pregnant?
	Yes / No
	Email


	Please give a brief description of your symptoms or why you wish to see a physiotherapist? 
 



	When did it start?

	Please mark on the pictures where you get your symptoms (for example, pain / numbness etc)
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[image: image2.wmf]

	What makes your symptoms WORSE?


	What makes your symptoms BETTER?

	Do your symptoms affect your sleep?


	Yes / No

	Have you contacted the physiotherapy service recently regarding your symptoms?  
	Yes / No

	Have you had treatment for these symptoms?
	Yes / No

	Have you had investigations for these symptoms?
	Yes / No

	
	

	
	Office Use only

	Please turn over and complete the other side
	Physio Initials:
	
	Date:
	

	
	Physio Signature:
	
	
	

	
	
	
	
	


	Full Name:
	DOB:


	What is your job:
	Are you able to work?
	Yes / No

	Do you have any active hobbies?


Please tell us of any other medical problems you currently have or have had in the past:

	
	YES
	NO
	Details

	High Blood Pressure?
	
	
	

	Low Blood Pressure?
	
	
	

	Unexplained weight loss?
	
	
	

	Chest or Lung Problems?
	
	
	

	Heart Problems?
	
	
	

	Major Surgery?
	
	
	

	Osteoporosis (thinning of the bones)?
	
	
	

	Diabetes?
	
	
	

	Epilepsy?
	
	
	

	Rheumatoid Arthritis?
	
	
	

	Cancer?
	
	
	

	Thyroid problems?
	
	
	

	Fractures / broken bones?
	
	
	

	Please tell us about any other current or past medical problems

	
	
	


	Do you smoke?
	Yes / No
	Would you like advice on diet?
	Yes / No

	Would you like help giving up?
	Yes / No
	Would you like advice on physical activity?
	Yes / No


	Please list all the medication you are taking, prescribed or non-prescribed:


	

	What are your expectations from physiotherapy?




	By signing this form, you are consenting to assessment in the WIC and accept the COVID-19 risk assessment policy

	 Signature:
	
	Date:
	

	Print Name:
	


Please check through the form to make sure you have completed everything
	Office use only

Office use only


Office use only

	Assessment form reviewed by:

	Physiotherapst Name:
	
	Signature:
	

	
	
	
	


