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1. PATIENT DETAILS

Full Name

Date of birth . . NHS Number

Address

Postcode

Phone Email

2. GP/REFERRER DETAILS

GP Name

Practice Address

Postcode

Phone Email

3. REASON FOR REFERRAL

Specialty/Consultant Requested (if known):

Clinical Summary / Presenting Complaint

4. REFERRAL PRIORITY

Routine (seen within 2-4 weeks) Soon (within 7-14 days) Urgent (within 48 hours)
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4. RELEVANT MEDICAL INFORMATION

Past Medical History:

Current Medication:

Allergies:

Has the patient had previous investigations Yes No

If yes, please attach copies or list here:

6. ADDITIONAL NOTES / REQUESTS

GP Signature Date
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