
ORTHOTIC REFERRAL FORM 

 

Referrer-print name 
 
Signature 
 
Referral source 
 
Contact Details 
 
Consultant 
 
Outpatient Inpatient Discharge Date 

Assessed priority of referral     
 
Date referral received     Referral type 

CHI Number  
Unit Number 
Surname             Forename 
Date of Birth            Gender 
Address 
Postcode  INSERT LABEL HERE 
Telephone number 
Mobile Number 
E-mail address 
Registered GP     practice code 
 

Current Medication 

Relevant History and Diagnosis 
 
 
 
 
Presenting Problem 
 
 
 
 
 
Objectives of  treatment 
 
Control Pain  Immobilise  Control specific joint movement 
 
Correct deformity  Protect joint  Accommodate fixed deformity  
 
Relieve weight  Prevent ulceration  Enhance Mobility 
 
Other Relevant Information 
 

 

Special needs 
 
Patients weight 
Communication difficulties 
Medical alert 
Interpreter required?   Dialect? 
Transport required? No 1 man  2 man    Wheelchair      Accompanied 
 
 
Diabetic  Yes  No   Unknown 

CORPORATE  
LOGO 


