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PAIN CLINIC REFERRAL FORM
Charing Cross Hospital, Fulham Palace Road, London W6 8RF

Tel: 020 3311  7134  Fax: 020 3311 7566
	For departmental use only:

Date received:   _______________   Hospital No:   _______________       Vetted for Clinic:________________


Please complete the following details fully to avoid delays in processing this referral:
First name:   

  Surname:  







Address:  










Post code  
  NHS number:   _______________
DOB: 
__/____/_____ Sex:  M /  F
Home phone:  
                             Mobile:  




______
Tick if interpreter needed                  (

Which language?   






Previous Pain Clinic Patient for same problem?     Yes
(          No
(
Length of episode: <3/12 ( 3-6/12 
( 6/12-1yr ( 1-2yrs ( 2-5yrs ( 5-10yrs ( 10-15yrs ( 15yrs +(
Is the patient reporting the problem getting:   Worse ( Static ( Better (
Reason for Pain Clinic assessment:


​​​​​​​​​​____________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Current diagnoses: __________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Investigations undertaken and results and date: __________________________________________
___________________________________________________________________________________

​​​​​​​​​​​​​​​​
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Treatments that have been trialled for this problem including medications:  
___________________________________________________________________________________

           ______________________________________________________________________________

                   __________________________________________________________________________

                   __________________________________________________________________________
Pain detect questionnaire score:
/ 38

PMH: ​​​​​​​​​​​​​​______________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Current medication: __________________________________________________________________
                   __________________________________________________________________________

                   __________________________________________________________________________ 
____________________________________________________________________________________
Occupation: ______________________ Is the patient off work because of this problem?           Y/N  
Any other comments: ________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Doctor’s stamp


Name 



Date:





Once completed please fax this form to 020 3311 7566.
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