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.

 

REFERRAL  FORM

 

GAIT LAB

 


	Patient Name:
	Patient Contact No.:

	Address:

	

	DOB:
	Diagnosis:


Referrer Information 

(Note: Referrals will only be accepted from a medical practitioner – e.g. GP/ Consultant)
	Referring Doctor:
	

	Referrer’s Address:
	

	
	

	Referrer’s Contact No. & Email address: 
	

	Date of Request for G.A:
	

	Physiotherapist:
	

	Medical Consultant:
	


	Can Client Walk Independent?
	Yes/No
	If not, state habitual aids used:

	
	
	

	Can Client Follow Instructions?
	Yes/No

	Reason for Referral/Gait concern:

	

	

	Relevant History:

	

	

	

	Treatment to date: (Please state date and procedures carried out)

	

	

	

	

	Any Relevant Investigations to date?

	

	


	Referring Doctor Signature:
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