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Orthotics Referral Form
All sections on this form must be completed. 
Completed forms are to be emailed to Orthotics@elht.nhs.uk. Incomplete referrals will not be actioned.

For assistance, please contact 01254 734040 Ext 84040.  Email Orthotics@elht.nhs.uk
Patient Details:

NHS number:

D.O.B:				Sex: M / F

Surname:		

Forename:
 					        	  
Address:


					
Postcode:

Telephone number: 	
Referrer Details:

Referrer’s name:

Referrer’s job title:

Consultant:

Telephone number:

Clinic / School:

Today’s date:

GP Name:

GP address:
Diabetic: Yes / No – if YES patient must be known to Diabetic Foot Team for footwear referral to be accepted	

Medical/Infectious alert: Yes / No	             Child or Adult Protection Issues: Yes / No

Communication difficulties: Yes / No	Interpreter required: Yes / No	Language:

Hospital Transport needed: Yes / No

Known Allergies:

Does the patient have the capacity to consent to Orthotic treatment: Yes / No / Unsure

Objectives of Orthotic treatment (tick all that apply):

Control Pain             ☐			Immobilise       ☐	    	Control specific joint movement  ☐
Correct deformity   ☐  		Protect joint    	 ☐		Accommodate fixed deformity     ☐
Enhance mobility    ☐  		Offload ulcer 	 ☐		Reduce contracture risk                 ☐
Reduce falls risk      ☐			Other _______________________________________
Leg length discrepancy – less than 15mm  ☐     15mm or above  ☐







 
 












Additional Information



















Relevant History and Description of Request - include pathology, presentation and prognosis






[image: Description: cid:image002.jpg@01CED4A1.ADEF3000]
image1.png
Fast Lancashire Hospitals NHS

NHS Trust




image2.jpeg
Safe Personal Effective




