Limb Prosthetics Referral /Consultation

	To:   Dorset Prosthetic Centre


    From:

	
The Royal Bournemouth Hospital


Castle Lane East


Bournemouth  BH7 7DW


Tel:
0300 019 4363
 Email: prosthetics.centre@uhd.nhs.uk
	Hospital
	

	
	Telephone
	

	
	Ward
	

	
	Unit No.
	

	
	Consultant
	


	Patient Information Details

	Surname
	
	Title
	
	Date of Birth
	

	First names
	
	NHS No.
	

	Ethnic Origin
	
	M*
	F*
	Married*
	Single*
	Widowed*

	Home Address


	
	G.P. Name and Address

	Postcode
	
	Tel
	
	G.P. Telephone
	


	Discharge Details

	Patient will be* / has been* discharged on (date):
	

	Is the Patient well enough to attend Limb Centre now?
	Yes*
	No*

	If not now, on what date will they be ready?
	Date:

	Location to which Patient discharged to:
	Home*
	Other*

	Discharge Address (if different from home)
	Transport Details (tick one)

	
	Ambulance
	Hospital Car Service

	
	None
	Other (state)

	
	Will patient need assistance getting out of property
	Yes*
	No*

	Telephone:
	Postcode:
	
	
	


	Medical Information

	Primary cause of amputation:
	

	Date of amputation:
	

	Site of amputation


	Left
	
	Level
	

	
	Right
	
	Level
	

	Amputation Technique:

(tick appropriate box)
	Simple flaps
	
	Myoplastic
	

	
	Other
	
	Please specify
	

	Present Infection Status:
	
	Weight:
	


Form AOF3



   Please complete Clinical notes overleaf

TR/tc/prosref updated: 8.17





*Delete where appropriate
Reason for Amputation:
_______________________________________________________________________________________________

Operative Details

Would you please send copies of the results of any clinical investigations and X-rays
_______________________________________________________________________________________________

Past Medical History including medication
What is the patient’s level of cognition/are there any concerns/dementia?:

_______________________________________________________________________________________________   
Current Progress with Rehabilitation: (independent with transfers? Self-propelling wheelchair? Have they used an early walking aid? How are they transferring?)
How is patient adjusting to amputation? (Do they require psychological support?)

Has a compression sock been issued (if trans-tibial):
​​​​​​​​​​​​​​​​​​​______________________________________________________________________________________________    
Social situation:
Does the patient require a chaperone?  Yes/No
Does the patient require an interpreter? Yes/No
PLEASE FORWARD COPIES OF ANY HOME VISIT/ENVIRONMENTAL REPORTS
	Administrative Details

	Name:

(PRINT)
	
	Signature:

	
	
	Position: 
	

	Date:
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