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Physiotherapy Self Referral

Inverclyde Area

Date: ________ 

Name: ____________________________

Date of Birth ___________________

Address: _____________________________        Postcode____________

Tele.No.:_________________
GP Name: ________________________
           GP Practice ______________
Where is your Pain? 












                                                                        (if able please also mark it on the body chart below)






	How long have you had pain?
	Less than 6 Weeks
	

	
	6-12 Weeks
	

	
	More than 12 Weeks
	

	
	
	
	
	

	Is your problem?
	Getting Worse
	

	
	Not changing
	

	
	Getting Better
	

	
	
	
	
	

	Is your sleep disturbed?
	Yes
	
	 No
	

	Are you off work with this problem?
	Yes
	
	 No
	

	If so for how long?
	
	
	
	

	Have you attended another professional with this problem? 

If so Who? (eg A&E, GP,)
	
	
	
	

	
	
	
	
	

	How intense is your Pain? 
	Mild
	Moderate 
	Severe
	


	Do you have tingling or numbness?
	Yes
	
	No
	
	

	Is it constant?  
	Yes
	
	No
	
	

	Where is it located, please explain?
	

	
	
	
	
	
	

	From the start of this problem have you noticed any of the following?
	
	

	Changes to your bladder or bowel
	Yes
	
	No
	
	 Please Explain

	Difficulty swallowing
	Yes
	
	No
	
	

	Double vision
	Yes
	
	No
	
	

	Headaches
	Yes
	
	No
	
	

	Dizziness
	Yes
	
	No
	
	

	Unexplained Weight loss
	Yes
	
	No
	
	

	Have you personally had Cancer
	Yes
	
	No
	
	Please Explain


Please note any other medical condition you are being treated for

Please note any medication you are currently using


For Official Use ONLY


Date Received ______________ 


Category U/R   Loc: GHC/IRH/PGHC 


Appt _________ Time _________  Physio _____________








Please Return To Any of the following Physiotherapy Departments: 


Inverclyde Royal Hospital, Greenock Health Centre or Port Glasgow Health Centre











