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[bookmark: _Int_Iblo5vnu]Bath and North East Somerset, Swindon and Wiltshire Community Health  
 
Physio and Musculoskeletal Pathway Referral Form. 


	Important Notice
You will receive an automated acknowledgement once your referral has been received. Should you have any queries or do not receive a confirmation email, please call 0300 247 0200.

Referral Form Requirements
1. Date Format: All dates must be entered as DD/MM/YYYY (unless auto‑filled by SystmOne/Ardens).
1. Date Fields: Do not include any additional information in the Date of Birth or Date of Referral fields.
1. Tick Boxes: Input an ‘x’ between the brackets on the relevant options.
1. Form Layout: Do not amend the structure, layout, or formatting of this referral form.




Please send referrals to: BSWAdults.Referrals@hcrgcaregroup.com
[bookmark: _Int_iq0aFXYB]If you do not receive the acknowledgement, please check that the referral was sent to the correct email address or contact the Bath and North East Somerset, Swindon and Wiltshire Community Health on 0300 247 0200.

	Has the patient developed any of the following in the last 14 days?
1. New or deteriorating difficulty initiating micturition or impaired sensation of urinary flow
1. New or deteriorating altered perianal, perineal or genital sensation S2-S5 dermatomes – area may be small or as big as a horses’ saddle (subjectively reported or objectively tested)
1. Severe or progressive neurological deficit of both legs, such as major motor weakness with knee extension, ankle eversion, or foot dorsiflexion
1. New or deteriorating loss of sensation of rectal fullness
1. New or deteriorating sexual dysfunction (achievement of erection or ability to ejaculate, loss of genital sensation) Note: Low back pain with sexual dysfunction as the only other feature is unlikely to be due to CES
If the answer is yes to any of the above, please refer to the GIRFT National Suspected Cauda Equina Syndrome Pathway.
Spinal – Suspected Cauda Equina Syndrome 2a – GIRFT – Pathways




	Referrer Details                        

	Referring Name
	
	Email Address
	

	Telephone No.
	
	Profession
	

	GP Surgery
	
	Date of referral
	



	Patient Details

	Title
	
	Postcode
	

	Forename
	
	NHS No
	

	Surname
	
	Date of Birth
	

	Address
	
	NOK Name and Contact
	

	Home No.
	
	Mobile No.
	<Pati



	Additional Information 

	Pronouns 
	 
	Person consents to this referral  
	[bookmark: Check1][bookmark: Check2]​​ |_| Yes   ​|_| No   

	Rockwood Clinical Frailty Scale (if known) 
	 
	Acting in Person’s best interest?  
	​​ |_| Yes   ​|_| No   



	Accessibility  

	Person’s preferred contact method 
	[bookmark: Check3]|_| Phone
[bookmark: Check4]|_| Text
[bookmark: Check5]|_| Email
[bookmark: Check6]|_| Letter
[bookmark: Check7]|_| Not Specified
[bookmark: Check8]|_| Unknown
[bookmark: Check9]|_| Other (lease specify)
	Other communication method 
 
 
	​​

	Sensory impairments/Communication needs 
	[bookmark: Check10]​​|_| Visually Impaired 
[bookmark: Check11]​|_| Hearing Impaired  
[bookmark: Check12]​​|_| Non-Verbal 
[bookmark: Check13]​​|_| Autism Diagnosis 
[bookmark: Check14]​​|_| LDAN need 
	How can we support the person better to access services. (ie large print letter, easy read formats etc) 
	​​


	Persons preferred language for communications 
	​​
	Translator required? 
	[bookmark: Check15][bookmark: Check16]​|_| ​Yes   ​|_| No   


	Any religious/cultural factors to be aware of? 
	[bookmark: Check17]​​​​|_| ​Yes    
[bookmark: Check18]​​|_| No   
[bookmark: Check19]​​|_| Unknown 
	Details of cultural/ religious factors 
	

	Additional support needed during appointments/visits (i.e. friend/carer/advocate) 
	​​​​|_| ​Yes    
​​|_| No   
​​|_| Unknown 
	Details of Assistance Required.  
	

	Are there any safety or safeguarding concerns we should know about?  
	​​​​|_| ​Yes    
​​|_| No   
​​|_| Unknown 
	Details of safeguarding concerns 
	



	Reason for referral and relevant clinical diagnosis. 

	


	Onset of Symptoms
	
	Symptom onset 
	[bookmark: Check21]|_| Sudden onset
[bookmark: Check22]|_| Gradual onset

	Has the person had previous Physio for the same condition?
	[bookmark: Check20]|_| Yes  
[bookmark: Check23]|_| No
	Date of previous input. 
	

	Any other treatment received for this condition?
	|_| Yes  
|_| No
	Details
	

	Has the person tried self management strategies?
	|_| Yes  
|_| No
	Details
	



	Person’s situation /concerns
	
	Detail: - Please include as much information as possible

	Has the person experienced a recent significant injury/accident?

	[bookmark: Check24]|_|
	

	Disturbed sleep due to their   symptoms?
	[bookmark: Check25]|_|
	

	Currently off work due to Musculoskeletal symptoms?
	[bookmark: Check26]|_|
	|_| Yes  
|_| No
	Period off work due to symptoms
	

	Main Carer for another person?
	[bookmark: Check27]|_|
	

	Are they able to continue with carer duties?
	|_| Yes  |_| No

	Impacting the persons daily activities
	[bookmark: Check28]|_| Mild  
[bookmark: Check29]|_| Moderate    
[bookmark: Check30]|_| Severe        
	How long have these symptoms impacted activities?
	

	Pain / distress experienced. 
	|_| Mild  
|_| Moderate    
|_| Severe        
	How long have they been experiencing pain/distress?
	

	Person’s expected outcomes resulting from Physiotherapy. 
	



	[bookmark: _Hlk150944695]Radiology: (In last 6 months)
	




	This service is provided by HCRG Care Services Limited on behalf of Bath and North East Somerset, Swindon and Wiltshire (BSW) Integrated Care Board. HCRG Care Group is a limited company registered in England and Wales, number 07557877. Registered office: HCRG Care Group, The Heath Business and Technical Park, Runcorn, Cheshire, WA7 4QX.

	Service provided by
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