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PODIATRY DEPARTMENT APPLICATION FORM
For us to prioritise your Foot health need please complete ALL questions in FULL.  
To be eligible for assessment or treatment the patient should fall into the medical or podiatric needs listed below.

High Risk Medical Categories:
· Diabetes (with neuropathy, ischaemia, previous foot ulceration & amputation)
· Rheumatoid Arthritis or other Connective Tissue Disorder affecting the feet
· Peripheral Arterial Disease (Impaired Blood Supply to Feet)
· Steroid Therapy (oral)
· Immuno-suppressed
· Neurological Conditions (e.g., stroke, Neuropathy, Multiple Sclerosis affecting the feet)
· Renal Problems (chronic kidney disease stage 4 or 5)  
(This list is not exhaustive)

Podiatric Needs
· Infection
· Ulceration
· In growing toenail – where nail surgery is appropriate this will be the only treatment option, where nail surgery is not appropriate alternative care will be advised.
· Symptomatic skin condition in combination with any of the high risk medical categories.
(NB: Fungal nails/verrucae are not accepted by the Podiatry Service).
· Biomechanical needs – structural foot problems, associated knee/ankle pain.
































	SURNAME
	

	FIRST NAME
	
	MR/MRS/MISS/MS/OTHER

	DATE OF BIRTH
	
	NHS No. (if known)
	

	ADDRESS (incl. postcode)
	

	HOME TELEPHONE
	
	MOBILE
WORK NO
	

	GP NAME & ADDRESS
	

	Are you totally housebound i.e., bedbound or unable to travel in a car/taxi/patient transport?
	
YES                    NO

	Do you have any particular communication needs? Please specify
	










MEDICAL DETAILS

	ILLNESSES/CONDITIONS/DISEASES
	INJURIES/OPERATIONS

	






	

	DO YOU HAVE DIABETES?
	
	ALLERGIES
	



MEDICATION

	









YOUR FOOT PROBLEM

TO HELP US PRIORITISE YOUR FOOT HEALTH NEED CORRECTLY, PLEASE DESCRIBE YOUR FOOT PROBLEM IN DETAIL
	










I agree to the Podiatrist sharing information with relevant medical professionals as necessary (this may be withdrawn at any time during the period).

	REFERRER/APPLICANT NAME
	


	SIGNATURE OF APPLICANT/REFERRED
	
	DATE
	



RETURN TO: 				      PODIATRY SERVICE, 
FARNHAM HOSPITAL
HALE ROAD, 
FARNHAM, 
SURREY, 
GU9 9QL 

TEL: 01483 908162  Email: vcl.surreypodiatry@nhs.net
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WE CHANGE LIVES BY TRANSFORMING HEALTH AND CARE.




