REFERRAL TO DIABETIC FOOT SERVICE FROM COMMUNITY
Name ………………………………………………………..

DOB ……………………….

Address  …………………………………………………………………………………………………

……………………………………………………………………………………………………………

Tel  ………………………………………………..
Hosp/NHS No  …………………………….

GP  ……………………………………………………
GP Tel  …………………………………….

Practice  …………………………………………………………………………………………………

Criteria for referral to specialist diabetic foot clinic (please tick)
Ulcer with spreading infection or necrosis – URGENT  same day referral


(
Ulceration involving subdermal tissues, which is not responding to treatment

(
Suspected Charcot’s arthropathy







(
The high risk foot – with inappropriate footwear and needing orthotic opinion

(
Past history of ulceration to ensure preventative measures and footwear optimal

(
	Description of current foot problem and other relevant information:













                         Cont’d/2

FOOT ASSESSMENT

(please complete as much as possible)
	Neuropathic Assessment
	Right
	Left

	  Monofilaments
	       /6
	    /6

	  Neurothesiometer
	
	

	Vascular Assessment
	
	

	  Posterior tibial palpable      (+ or -)
	
	

	  Dorsalis pedis palpable      (+ or -)
	
	

	  Ankle systolic pressure
	
	

	  Doppler Signal  (monophasic/biphasic/triphasic)
	
	

	  Blood pressure
	                          /

	  ABPI
	
	


	Relevant Medical History:
	Year/Date of diagnosis

	1 Diabetes:       Type 1/Type 2
	

	2
	

	3
	

	4
	

	5
	

	6
	


	Current Medication
	Strength
	Dose

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Referred by:       ……………………………………………………


Professional status:  …………………………………………… .  Date:  ……………………
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