Pain Clinic referral form for North Bristol, and UHBristol Trusts 

For completion by referring clinician
	I confirm I have read the Commissioning Policy and the patient meets the access criteria
	YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 



Patient Information

	Name
	
	Date of Birth
	   
	Male
	     FORMCHECKBOX 


	Current Address
	
	Home phone
	
	Female
	     FORMCHECKBOX 


	
	
	Mobile phone
	
	Ethnicity
	

	
	
	NHS Number
	


Referrer Information

	Name of GP
	
	Surgery
	

	Address
	
	Phone Number
	

	
	
	Fax number
	

	Name, address and phone number of referrer if different from above
	


History

	Date of onset of pain
	

	Primary source of pain
	


Reason for referral

	What are your main reasons for referring this patient e.g. quality of life issues sleep/work/depression
	


Investigations

	Please list investigations carried out for 

pain e.g. blood tests, X-rays, MRI scans etc.
	


Previous Pain Clinic attendance

	Has the patient been seen in a pain clinic on a 

previous occasion
	  YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 


	If yes please provide details 
	Name of pain clinic
	

	
	Date of last visit
	

	
	Name of Consultant
	


Previous interventions

	Has your patient received surgical or injection treatment 
for this condition? If so please provide details.
	

	Has the patient received physical interventions 

for this condition e.g. physiotherapy/acupuncture

TENS
	


Other Medical History

	Please list past and current conditions 
	


Medication

	Please list current medication taken for this problem
	

	Please list all medication tried for this condition, any side 
effects and if the medication was discontinued was this 
because of side-effects or lack of efficacy
	

	Please list drug allergies


	


General health information

	Height
	
	Weight 

(kg)
	
	BMI
	
	Blood

Pressure
	


