
Gwent Healthcare NHS Trust 
Primary Care Access Form 

Physiotherapy Referral Form 
 

D.O.B Daytime Contact: 
Tel Home: 
Tel Mobile: 
Tel Work: 

Name: 
 
Address: 
 
 
 
 
 
 
 
 
NHS No: 

Surgery: 
 
 
 
 
 
Tel No: 

ONSET    No of Weeks:                                                No of Months: 

RELEVANT CLINICAL DETAILS 
 
 
 
 
Previous physiotherapy treatment for this condition?                                     Yes  � 
Successful outcome of treatment?                                                                       Yes �         No  � 
Off work/significant ↓ ADL due to this condition?                                           Yes 
Sleep disturbance due to this condition?                                                            Yes 
Investigation Results: 
 
 
 
Medication: 
 
 
 
Secondary Condition(s):                                                       Pacemaker: Yes 
 
 
 
 
Communication Difficulties:                                                      Yes 
Reason: 

Transport Required?                                                                   Yes 
Car:                                               Ambulance: 
Follow-up Appointment: 
GP Signature:                                                                      Date: 
Print Name: 

 
 
 
 

For Office Use 
Date received                               Priority                              Signed 

 
 


