DUNDEE o .
COMMUNITY HEALTH PARTNERSHIP | Tayside
PODIATRY SERVICE - SELF-REFERRAL FORM -

Dear Patient :
Thank you for your enquiry regarding Podiatry Services. In order to régister as a patient the following information is required

Please complete in BLOCK CAPITALS

Title: ...... Crrenreenenrarntarien FOTename .ivivcvviieniviirisneercrcnnernninennrnes Surname ..... vevens Cereverrerreiaraes Crrrresirerares

PostCode .vvvvnvernnnns. vt et ra e e rraraans P Full Tel No .ovvivenennnns e rtreereneanninnn eenrreans . evere

Previous Address (if within 5 years) ...... CeemetrerresriesrrenetorataenrrY i nyy, e in s tn e ey e e s aonrarans eererian cerreerirrens
Daoctors Name ........ et r ettt Certeariiaan Doctor’s Tel ....vcocivivnieerrennnns e Rt rae e s et er s

Doctors ABIESS vivviverieieiererrsiesrmnisrsinssersieressenns b ttereiieettastenreetratertstaserneaers errnererereraeane rrrrvrrrarererernan

Please tick which categories apply:

Physical Handicap - Diabetes Over 65 years
(which has a direct adverse effect on feet)
t b ¥

Mental Hllness ' ' ) Chronic Degenerative Expectant Mother
(In-patient or Neurological Disease :
Social Services client)

Nail Surgery Rheumatoid Disease School Child

Other (please specify) ...... e PN Leretrirrere e e rene T reerereeanirerrpnre s raea

The name, address & telephone number
Of a person we could contact In a0 IMETZENCY vvevveeriiveerenens e Crerrens Ceerenrraaeas e ererrer e e reeas

Name of medicines you are currently taking
‘Which have been prescribed by your doctor ...cvcvevvevvinecnnrien, resnnas e hermeririatearerser i eneararas e errirrerrpreree

Are you allergic to anything? If yes, give detalls ...vvvveieevncvnneninin erens e rarnersarasensne e evmrenerianes
Any major leg or foot IJUries/SUTEETY?. +vvvrveernieesrensiesnsrinesrinins OV et rereetrneerrsreeerennansrras ereveeren -
Medical conditions or problems? .icvveineninrarens rearrenres ieresrvreareienas cerraienns Ceerereraeasirannsnarerarnstaetrn e eananansrrnanrne
Reason for i'equesting Podiatry treatment (PLEASE NOTE THIS IS NOT A BASIC NATL CU 'IT}NG SERVICE)

MeatmmanrEbr eI EAIENN LR AR, IussrasuasnInsacracrasunnse tersrunagun IreNEGaT RS EE N b bal R I R R TR T R R SRR TR LR T Wererberadtlrunnny irdrrae tusesarnay

Please sign and date this form and refum to the Podiatry Department, Weétgate Health Centre, Charleston Drive, Dundee DD2
4AD, .

Patient signature ..... e e DT rereaesriairsenrees
.

Please note that self-referrals will only be accepted if the patient has the capacity fo self-refer, or is being made on behalf of
a child. In all other circumstances, referral must be made by a health care professional.




