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GP Referral to Clinical Neurophysiology

Patient Details:

	Name
	
	NHS No.
	

	Address
	
	Date of Birth
	

	
	
	Home Telephone
	

	
	
	Work Telephone
	

	Email
	
	Mobile Telephone
	


Referrer Details:

	Referring Clinician
	
	Date of Referral
	

	GP Practice
	
	Dates Not Available
	

	Address
	
	Telephone
	

	
	
	Fax
	


Communication needs
	


Clinical Details:

	Test requested
	EEG 
	 FORMCHECKBOX 
 Routine          

 FORMCHECKBOX 
 Sleep-deprived 

 FORMCHECKBOX 
 Ambulatory

	
	EMG / NCS 


	 FORMCHECKBOX 
 EMG / NCS   

 FORMCHECKBOX 
 Carpal Tunnel + Ulnar Nerve Studies 

	
	Evoked potentials
	 FORMCHECKBOX 
 VEP 

 FORMCHECKBOX 
 SSEP

 FORMCHECKBOX 
 BAEP

	Provisional diagnosis
	     

	Duration of symptoms
	     

	Description of symptoms
	     


	Is the patient diabetic?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      Details:      

	Is the patient on anticoagulants?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      Details:      

	If for EEG, history of head injury?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      Details:      


Further Information: (including family history if relevant, CSF studies, scans)
	      




Relevant PMH:
	


Medication:

	
	

	
	


Yours sincerely,

Sent electronically, no signature required

Please send to: 

Email to:  shc-tr.salisburyreferralcentre@nhs.net 

Post to:   Clinical Neurophysiology, The Glanville Centre, Salisbury District Hospital, Salisbury, Wiltshire, SP2 8BJ 

Fax to:     01722 429064


Tel:          01722 336262 extension 2432
	Incomplete request forms will be returned
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