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SEL Integrated Adult Musculoskeletal (MSK) Service Referral Form 


	Please send the completed form for Physio, MCATS, Orthopaedics, Spinal, Podiatry, Orthotist/Prosthetist & Centre for Active Lifestyle Management (CALM) Service via e-RS using the details below:

· Specialty: Physiotherapy
· Clinic Type: Musculoskeletal
· Service Name: (Lewisham) Integrated MSK Triage Service – Physiotherapy (Lewisham Hospital)

	Please send the completed form for Rheumatology & Early Arthritis Service via e-RS using the details below:

· Specialty: Rheumatology
· Clinic Type: Autoimmune rheumatic disorder
· Service Name: (Lewisham) Rheumatology Triage Service (Lewisham Hospital)

	By completing this form, the referrer confirms that the service user has provided consent, or a best interests decision has been made to refer and share the service user’s details for this purpose.

	Recipients- please note that the information provided is limited to data recorded within the GP patient record and may not include information recorded by other care providers or data which has not been coded.




	About this form  

	· The MSK Service is provided by Lewisham Musculoskeletal Community Assessment and Treatment service (MCATs). Please note that this service does not provide domiciliary visits.
· Referrals for Rheumatology should be made in line with SEL and National guidelines. Referrals for the early arthritis service should have had symptoms for less than 1 year and eligible patients will be seen within 3 weeks.
· For details of how this referral will be triaged, please see SEL MSK Triage guidelines.

	Exclusion criteria - emergency cases - refer directly to A&E
· Acutely ill patients
· Significant acute trauma 
· Septic arthritis
· Signs of Cauda Equina- urine retention/ incontinence, sensory changes in the peri-anal / saddle region, change in anal tone associated with back pain.( click here for CES symptoms prompt card) 

	For acute post op infection - patient to contact hospital directly as per discharge instructions/leaflet.

	For Giant Cell Arteritis referrals, contact the service URGENTLY via UHL Bleep 1042

	Red flags - If sinister pathology is suspected, do not use this form and instead refer for urgent investigation via the appropriate pathway.  





	1. Patient Details 

	[bookmark: PX8Cc9M6wWfI9pwhib76]Title: Title 
	[bookmark: PpPFO5zlR8erBPrYOlca]First Name: Given Name 
	[bookmark: PDhl6mXsBykri7v7dfCA]Surname: Surname 
	Armed forces veteran? 
Yes |_| No |_|  Unsure |_|
Prefer not to say |_| 

	[bookmark: PhhBOSVgp6fomcgoKvgQ]NHS Number: NHS Number 
	[bookmark: PEvewTaGlg7lO1gxGiZJ]Date of Birth: Date of Birth 
	[bookmark: Pgr54smBQNedSa8EpO8i]Gender: Gender 
	Age:      

	[bookmark: PHe4Zzy8Pihus86UpqwI]Address: Home Full Address (single line) 

	[bookmark: PdMtDaKJ3rz2JdwtwO8h][bookmark: PGX5mRA5Jh54WAqDLypA]Telephone: (Home) Patient Home Telephone                 (Mobile) Patient Mobile Telephone 

	[bookmark: PKabHfm85fWckvZaCVoh]Email: Patient E-mail Address 
	Interpreter required: Yes |_| No |_| Language:     

	[bookmark: PqZRAR8AljkLZrreqFFK]Ethnicity: Ethnic Origin 
	Transport required? Yes |_|  No |_| 

	Disability: (Describe any significant memory, cognitive problems or disability)




	2. Carer Details – Please complete if a carer should be the main point of contact  
Tick if not applicable: |_|

	[bookmark: Text24]Title:      
	First Name:       
	Surname:      

	[bookmark: Text25]Address (if different to patient):      

	[bookmark: Text26][bookmark: Text27]Telephone: 	(Home)      	(Mobile)      		
	[bookmark: Text28]Email:      

	Relationship to Patient:      

	Is the carer aware of the referral? Yes  |_|    No  |_|
	Is the carer the main point of contact?  Yes  |_|   No  |_|

	Does the patient consent (or has a best interest decision been made) to share information with the carer?  
Yes  |_|    No  |_|



	3. Referrer Details 

	[bookmark: uETbD7BcsSgffxw2HGYz]Form completed by: Current User's name                Designation (FCP, GP, PCN): Role
[bookmark: FiSvTSKYltGbhUHVCDsO][bookmark: Text22]Referring GP (If form completed on GP's behalf): Free Text Prompt 

	[bookmark: OI3p5kcqpxDbGvAnJDDo][bookmark: OI5f3ONEbezi3NEQMvEq]GP surgery: Organisation Name 

	[bookmark: OH6iXtjZTCoWFRqiNZIk]Address: Organisation Full Address (single line) 
	[bookmark: OBE6ibyrYaZqTibYiOAY]Email: Organisation E-mail Address

	[bookmark: OePaFnRN1mCQgoG73z1P]Telephone: Organisation Telephone Number
	Surgery bypass number: 















	4. Referral request details

	Urgent   |_|           Routine   |_|  
	Date of referral:
           

	Tick this box to confirm no symptoms of Cauda Equina Syndrome |_|
	

	Service requested by referrer:
	Physiotherapy           
	|_|

	MSK Podiatry        
	|_|

	MCATTS 
	|_|

	Rheumatology                  
	|_|

	Rheumatology Early Arthritis Service
	|_|

	Orthopaedics
	|_|

	Orthotist/ prosthetist  
	|_|

	Spinal
	|_|

	Centre for Active Lifestyle Management (CALM) Service
	|_|



	Patient expectations from this referral:
Diagnosis                          |_|   
Physiotherapy                   |_|   
Advice                               |_|                                          Investigations                    |_|  detail:                                               
Surgery                              |_|     
Other (please use patients’ own words as able):                                         

	If referral requires secondary care intervention. Please state preferred provider:

LGT |_|    GSTT |_|   KCH |_|    or      Shortest Wait |_|  





	5. Reason for referral – Working diagnosis including location, brief history, symptoms (improving, worsening or no change), impact on patient, assessment findings, previous treatments for this condition and outcome. 
To ensure that patients access the right service first time, referrals with insufficient information may not be accepted.

	

`


	Duration and onset  
	Recent (<6 weeks) |_|
Ongoing (6 weeks to 6 months) |_|
Longstanding (>6 months) |_|

	Previous Investigations for this complaint
	X-ray  |_|  MRI |_|   USS |_|  Other |_| 
Where done, details and results:                
(attach all results)

	Previous treatment for this condition? (what/ when/ outcome)
	

	Off work due to this complaint?
	Yes  |_|   If yes please state duration:                No  |_|  

	Impact of complaint on caring for dependents     
	

	BMI 
If BMI>30/27.5, please offer referral to local weight management programmes. (NICE PH53).
If BMI >40 consider direct referral to bariatric service. (NICE CG 189).

	BMI:                                                                   
	
	Referred to Tier 4 weight management services? 
Yes  |_|   No  |_|    N/A |_|  





	6. Referrals to Rheumatology (only complete if referring to Rheumatology) 
Please refer to The Rheumatology Guidance for SEL for which tests are required and for further guidance. 

	Suspected Inflammatory Arthritis (Tick all that apply)

	Early morning stiffness longer than 30mins
	|_|
	Visible joint synovitis? 
Which joints?                     
	|_|

	1st degree relative with inflam joint disease 
	|_|
	Length of symptoms
	… weeks
	…. months 
	.… years

	Tenderness over joints? State which :                                               
	|_|

	Previous Rheumatology consultations (attach)
	                         

	Other complaints (e.g. history of uveitis, inflammatory bowel disease, psoriasis, family history of these)
	                         

	Investigations – tick to show which requested. Referral CAN be made whilst results pending

	ESR (mandatory):
	
	CRP (mandatory):
	
	Anti CCP (mandatory):
	
	FBC (mandatory)
	

	Other blood investigations (optional)
	

	X-rays (please tick if applicable): Inflammatory changes |_| Osteoarthritis |_| PLEASE ATTACH



	7. Any additional information?  
Please provide details of any patient related issues which may affect the health and/or safety of the patient or staff members providing care (e.g. previous trauma or events)

	


	Consultations - current consultation information (observations, imaging, clinical tests, diagnosis)

	

	Active problems/ medical history

	

	Drugs and drug allergies

	

	Smoking status

	

	Alcohol consumption
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