[image: ]Referral to Prosthetics Service: Edinburgh Centre
This form must be completed by the appropriate therapist, nurse or doctor currently 
working with the patient. 
All details must be completed to avoid unnecessary delay. (Tab along in grey boxes to complete)
	Patient Details 
[bookmark: Text19]CHI No:      
[bookmark: Text1][bookmark: Text2]Surname:        First Name:      
[bookmark: Check1][bookmark: Check2][bookmark: Text3]Sex:     M |_|       F|_|            DOB          
[bookmark: Text4]Address:      
	Referral Type
[bookmark: Check3][bookmark: Check4]Pre-amputation |_|                             Transfer|_|
[bookmark: Check5][bookmark: Check6]Primary |_|      Review – patient now bilateral |_|
[bookmark: Check7]                                           Review – revision |_|

	
	[bookmark: Text18]Amputating Hospital       

	[bookmark: Text5]Postcode:      
[bookmark: Text6]Tel No           
	
Other Tel No      
	General Practitioner
[bookmark: Text15]Name:      
[bookmark: Text16]Address:      
[bookmark: Text14][bookmark: Text17]Tel No:                   GP Code:      

	Emergency Contact / Next of Kin
	

	[bookmark: Text7]Name:      
	[bookmark: Text8]Tel No:      
	

	Communication Requirements
Does the patient require a translator?    Yes |_| No |_|        If yes, state language      
Other communication needs:      

	Amputation Details
[bookmark: Check10][bookmark: Check11][bookmark: Text43][bookmark: Text21]Side of amputation: Side: Left |_|   Right |_|   Level                    Date of amputation:      
Primary Cause of Amputation Tick one box only

	[bookmark: Check12]Dysvacularity        PAD without Diabetes |_|           PAD with Diabetes |_|      Acute Vascular Incident  |_|

	Trauma       Mechanical |_|           Thermal |_|           Electrical |_|           Chemical |_|            Radioactive |_|

	Deformity     Present at birth |_|         Acquired |_|        

	Infection      Bone |_|         Soft Tissue |_|         Joints |_|

	Neurological Disorder: Congenital Abnormality |_|      Injury |_|     Infection |_|      Systemic Disease |_|   Other |_|

	Neoplasm   Benign Tumour |_|               Malignant Primary Tumour  |_|           Malignant Secondary Tumour |_|                 

	Medical Alert?            Yes |_|              No |_|
	[bookmark: Check13][bookmark: Check14]Is the Patient Diabetic? IDDM |_| Non-IDDM |_|

	[bookmark: Text29]Relevant History (including pre- and post-operative)      



	Relevant Patient Information: N.B. Patient weight information is mandatory. 
[bookmark: Text30]Patient’s Weight       kg                           |_| Static                    Increasing |_|                    Decreasing |_|
Dominant Side (only required for upper limb amputee): Left |_|             Right |_|

	Wheelchair
Do they have a wheelchair?   Yes |_|     No |_|           Do they have a residual limb board?   Yes |_|     No |_|      
Ability to transfer:       Unable |_|          With assistance |_|        With walking aids |_|          Independent |_|

	Transport Requirements
[bookmark: Text39]Own transport |_|                      Ambulance: 2 man |_|       1 man |_|                     Other:      

	[bookmark: Text34]Referral Source  Name             
	[bookmark: Text35]Job Title      
	[bookmark: Text36]Tel            
	[bookmark: Text37]Date      


	
Please email completed form to: loth.smartreferrals@nhs.scot
Prosthetics Service, SMART Centre, Astley Ainslie Hospital, 133 Grange Loan, Edinburgh, EH9 2HL                                        Telephone: 0131 537 9177, option 3
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