Pain Service – Referral Form		[image: ]

To support appropriate triaging of referred patients we politely request that the below information is provided, either via completion of this form or a supporting clinical letter. Please can you ensure that all medication, including anti-coagulants are listed along with applicable dosage 
	Patient Details

	Name:
	

	Gender:
	

	Date of Birth:
	

	NHS No.
	

	Telephone No.
	

	Interpreter Required?
	Yes:

	Language

	Co-morbidities:
	



	Referral Details

	Referring Clinician:
	

	Profession / Role:
	

	GP Practice:
	


	GP Address:
	




	Reason for referral (if known):
	Yes
	No

	Injections
	
	

	Medicine Management
	
	

	Therapy (psychology / physiotherapy)
	
	

	Pain Education
	
	

	Pain Management Programme
	
	

	Assessment for Neuromodulation device e.g. SCS / ITTD
	
	

	Qutenza
	
	

	Other

	Location of pain:
	



	Duration of pain:
	


	Please provide a brief relevant history (duration, other services involved in care, treatments):

	Diagnosis:
	




	Other services currently involved:
	




	Previous treatments tried:
	




	Has the patient been previously assessed by South Tees pain service?

	Yes 
	No
	Month / Year:

	Has the patient been seen by another pain management service?

	Yes
	No
	Name of service:

	If yes to any of the above was this for the same present pain condition as this referral?

	Yes
	No
	

	If Yes please state reason for re-referral:
	






	Is there any history of mental health issue, alcohol or substance misuse?

	Yes
	No
	Detail
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