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REFERRAL TO THE LOTHIAN PRIMARY CARE LYMPHOEDEMA SERVICE

Based at: Physiotherapy Department, Wester Hailes Healthy Living Centre, 30 Harvesters Way, Edinburgh EH14 3JF
  Phone: 0131 453 9362

 
 

	Patient’s Name: …………………………………………

Address: ………………………………………………….

…………………………………………………………….

Postcode: ………………………………………………..
	CHI No: ……………………………...

DOB: ………………………………...

Phone No: …………………….

Mobile No: …………………….


	GP Name: ……………………………………………………………………………………………

Practice Address: ……………………………………………………………………………………

Postcode: …………………………………………………………………………………………….


	Referring Practitioner: ………………………………………………………………………………

Address: ……………………………………………………………………………………………..

Phone No: ……………………………………………………………………………………………

Signature……………………………………………Date……………………………………………


	Clinical Summary (to include relevant information, i.e.: cardiac, renal, vascular disease, diabetes, DVT, thyroid):




	Medication Summary
	Doppler results
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