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	Person making referral:
Contact Details:

Phone No:


	GP Name                                                                        Contact No:

	Where is your wound?

How long have you had this wound?

Do you know what caused this wound?

Who has been caring for this wound?

What dressings have been used on this wound?



	Do you have any diagnosed health conditions (eg. Diabetes, Vascular or Arterial disease, cancer, heart condition, renal condition, scleroderma)


	Please list ALL medications taken (prescribed and over the counter)


	Nutrition assessment
How often do you eat?

Do you cook your own meals?

How often do you eat take-away? Never/once a month/fortnight/week/twice a week/everyday
Can you please tell me about your daily intake?

Breakfast

Morning tea

Lunch

Afternoon tea

Dinner

Supper

Other snacks

Fluid intake: (water, soft-drink, milk drinks, tea/coffee- added sugars)


	Who else is involved in your care? (GP/Pharmacist/District Nurses/Practice Nurse/Podiatrist/ Diabetes Educator/ Physiotherapist?)
 

	NOK contact details:



	OFFICE USE ONLY:   UR: …………………………………………
Information collected by (tick):     

· Parent/carer directly  (
· Staff face to face ( Name: ……………………………………

· Staff over phone (  Name: ……………………………………


	Initial Appointment:

Date Appt Made: …………………………………………

Date of Appt: ………………………………………………





Surname…………………………….………………………………………………………





Given Names ……………………………………………………………………………





Address …………………………….………………………………………………………





……………………………………………………………………...PC …………….…………





DOB …………………………………………………... UR No: …………………………





Contact No. ……………………………………...………………………………………
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Self Referral Tool
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