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                           Lothian Functional Electrical Stimulation Clinic

Referral form

** All fields must be completed **Please refer to clinic criteria at end of this form
	Name:


	


	Address:


	


	Date of birth:


	CHI number:




	Tel no:
	

	Consent to leave message on phone?
	 Yes                      No


	Referred by

Name:

Contact details:


	


	GP details:


	


	Consultant details:


	


Clinical History

	Primary diagnosis:

Date of onset:


	


	HPC:

Person centred goals for using FES:

	


	Relevant PMH:
(please consider cardiac/epilepsy/pregnancy/diabetes)


	


	Social history:

(incl need for care/support in home)


	


	Drug history:

Known allergies:
	


	Current mobility status:

(splints/walking aid/ activity level including community mobility)
Timed 10m walk :


	


	ROM (ankle):

Tone (lower limb):


	


	Communication:
e.g. able to understand and follow instructions

	


	Cognition:
e.g. Memory, Problem solving ability

	


	Ongoing therapy:


	


	Skin condition:

(lower limb)


	

	Oedema:

(lower limb)


	

	Sensation:

(intact / altered)


	

	Pain:


	

	Other relevant info:


	


Please return to: Lothian Functional Electrical Stimulation Clinic via mailbox loth.neurorehaboutpatientservice@nhs.scot 
Telephone for enquiries: 0131 537 9082
Criteria for Lothian FES clinic
	Inclusion
	Exclusion

	· Foot drop secondary to upper motor neurone lesion

· Functional walker i.e. person relies on walking for mobility
· Walk in the community on a daily basis 

· Motivation to use the device as a minimum 4 days per week
· Ability to understand instructions for use

· No other medical condition severe enough to impair walking.
	· Severe increased tone in calf

· Loss of range at ankle joint of greater than 10 degrees off plantargrade

· Poor skin condition of lower leg

· Cardiac pacemaker

· Pregnancy

· Severe lower limb oedema

· Uncontrolled epilepsy




Although not a clear exclusion, application of the device requires the ability to take on and retain instructions and to problem solve. Please consider this when referring patients who rely on a care package to support everyday living.

Clinician’s Signature:   

Date:


